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ABSTRACT ' - * • - ■ . i 

' ,^ Regulations instituted by the Departiaent of Health, 
Education, and Welfare effective in V976 require skilled nursing ' 
facilities (SNF) to prbvide either a physician serving as aedical 
director, or to have an oraanized ledical staff. This report, 
dudcribes how SNFs responded, and what , the effects were on their 
operations. Descriptive data were • obtained: (1) indicating the extent 
to which SNPs fulfilled the requirement, the saethbds used, and the 
characteristics Of "facilities >hat were unible tO'ccjEply: (2) . . 
characterizing physician, laedical directors and» their activities; and 
it) identifying and iJescribinq arranaeai'eTi^tis for aedical direction. 1 
utafa/teiephone survey was conducted to pr'p^ide national descriptive 
data on hpw SNPs provide ffiedicstvdirec;^?^ ion. Site visits were lade to 
21 facilities to -explore- -with' ihe^^^sifriistrator, aedical. director, 
and nursing director'--'^e behaviorai a^pf<rts of the i ipleaentation of/ 
aedical direction; Findings -suqcrest that the vast lajority Of SNFs, ' 
have provided soiae form of aedical direction: that there has been - 
.liiited variation in the arranoesents for ledical direction:, that 
.there are* a number of. barriers to t>G implementation cf this concept: 
and that the potential exists, for the concept of medical direction to 
be an effective force in iaprovinq patient care. (Author/S?J 
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Abstract 



DHEW regulations eflective in'197G require skilled ;'fursihg facllides {I _ 
to provide either a phssiaan ^erVtng :is n^cdical du^cc^^^^^ of to liave arf orga^ 
mzcd medical stall. I'hLs rep< )rt describes hp\v/SNFs responded, and what 
the effects were on their c^[XTati<)ris. l^escrip{i\;i^^^^^^ Were obtained:/ j[ I).in- 
dicatifigr th(^ extent to which SNIy<^ fulWtexj/Ux^^^ rcquiremcnt/^hc /methods 
used, and the characteristics of f/ciliii^Vhich were unable to coitpiy; (2) 
characterizing physician, nuxii^l dir^^Hprs a^d their activities; an(/(3) iden- 
' tifying and descril>f%g arrarij^tnt^^^^ direction. A. mai//teIephonc 

survey was conducted tci/rovui^^^ data ovf hi^ SNFs^ 

provide niediral (iiret-tifyTsitc Vis^^^^^ made io^Al facilities to .explore, 
with the ..uiniifuMr'atc)r/ni?;dirii/iireCtor, and nunTmg cVircctiJt, the behav- 
iurai aspvi ts the if/plcnH'ntation of hu^tiical direciion. F^uHng?< suggest 
th^it thc^va>Vina j()ri^y <)f SIST^ have provided s/me 'forrn of/rjiedical direc- 
tion; that-^itxt^'fiiy^lH-errh variation, in ijfic arrangem/iits for inedical 
difcctiori/that tl/re .^e a, number of barriets(to the impic/ncntatien of this 
e:onCcp;^ and ti/u the p{>f'ential exists for the/concept of hicdical 'direction to 
be auyvflVcttv/forct* ifUniprfjving patient care. 
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Foreword 



Rcc«;nizjng the continuing concern of the Arfrericaij people for qualify 
medical care for their elderly, the Fedcrak Government m 1974 proposed 
regulations to require ^ikiUcd riursing facilities (SNFs) to provide medical 
dircctiorijor their stafTs. This report describes tlic first in-depth examination 
of how SNFs -responded to tijat requirement. The findings indicate that the 
vast majority of the facilities- reacted in i positive manner. Various mddds^ 
for providing medical direction were identified and alLappcar to have the. 
potential for being an cfTcc|lvcsforce in improving patiint care. This report 
will he of intcrcrf to those rtsponsiblc for providing, financing, and ovcreec- 
ing tlic. medical care provided to the elderly. It is to be hoped that this favor- 
able rcsjx)n.sc to Federal regulation is a harbinger of £vcn greater attcnkon 
in the (uture to the medical and social needs of the aged. 
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IntroducUon 



Prior to 1965, tbc nursing home was characterized by some as being "a pro- 
gram isolated from community health resources."* In this period, nursing 
homes acted individually 'v^ their arrangement" of contractual a^ecments 
with consultant healtK professionals, ph>'sicians for utilization review ^tivi- 
ties, and hospit^ils offering transfer agreements. In the years following 1965, 
With the development oi the Medicare and Medicaid legislation which pro . 
sndc4 reimbursement for; the Ijealthicarc of long^cnn'paUenfSJa W 
bcr of new nursing homes were cstablislied throughout the United States. As^ 
oftcif is the case, when tax revenue is expended in new sectors of the ccon- 
omy, public interest and comrem follow the determination 'of, the ''proper" 
application of monies. Critical evaluations of institutionalized jcarc given to 
the agiog patient became the concern of many organized groups of legisla- 
tors, providers, families and guardians of nursing home residents. The fdlDw- 
ing rccbmmendation of the Commission on Chronic lUnass in 1965 is an 
example of such concern : 

No single agency in ^uy community can meet all of the complex needs of 
tlie long-tenn patien^ yet without some centrah organization concerned 
with those needs, gaps ai^d overlaps in long-term care are ahnost inevitable. 
< , The task of sueh a central agency is formidable because of the wide range 
in the n^ds of long-term patients, the multiplicity of ways tiirough which 
care is financed, c onflicting interests and pressures, the existence of out- 
moded facilities, and otlier factoj-s. But the formidable nature of the task 
is nvatched by the urgency of need*in every community.^ 

It was fuAhcr recommended by this commission that , . care of the 
chronically ill is inseparable from, general medical care. While it presents } 
certain special aspects, it cannot be medically isolated without running seri- 
ous dangers of deterioration of quality of care and' medical stagnation."^ 

Following such concern over the quality of care, and the need for unified 
direction and control over the variety of medically related activities occurring 

'Latt, Benjaiiun. "The Greater Neglect! Administrative Medicine in the Long-Term 
Care Facility" in Thg M$dkd Dirtctor in thg Long-Tgnn Cart Facility, publithe4 by the 
American Mesdical Aj*ociAtion, 1977^ p, 74. 

• Ibid., p. 75. * 

•Ibid., p. 75. ^ : \ 



il^hc daily operation of nursimg homes, state associations of the American 
&pdic«l Association, welfare agencies, medicai centers, cbnffliunity hospital 
faialitics and univcndty-bascd medical school physician groups embarked on 
attempts to develop a model or process by such activities could best 

be adftiinistcrcd. lliroughout the remainder of n^c 1960's and into the first 
few years of the 1970's, public attention was given to the products of this 
^ activity, for ^ampic: the medical staff equivalent , concept, health insur- 
'ancc plans providing comprehensive mcdiqal services to welfare clients; 
medical center n)cdical-tcam supervision of care of nursing home residents; 
community based medical tcanis providing services in nureing homes; and, 
medical advisory comj/iittces. 

Also established ^ring this period was the Association of Nursing Home 
. Phy^yicians which hcld i^s first meeting in April, 1967, in Baltimore, Mary- 
land. Following an election of a Board of Directors, officers elected and 
a constitution was drafted. A passage from this constitution outlining the 
vpnrpos^isvof the a^ociatioii serves as' anothci example 'of public concerns 
during this period of time: ^ 

These purposes are as follows: "To further the general health of the 
chronicaliv ill and/or aged through the acquisition, dissemination, and 
exchangp^of useful and accurate knowledge regarding tlie medical maa- 
agemei^t^ and treatment of such individuals, and to undertake in their 
interest such activities as will improve the welfare of tliese people. To 
these ends it is the purpose of this Association to permit and encourage 
similar local and state associations to become affiliated with it, and to 
promote among physicians tlie free exchange of knowledge in respect to 
this subject; to improve the standards of treatment of nursing home resi- 
dents^ to develop methods of medical care acceptable to ihig Association/* * 

The Executive Committee o^the As^sociation of Nursing Home Physicians 
began to meet on a monthly basis and continqfui to discuss the concept of 
"medical direction,'' the role of a ''rncdical director," and this function in 
relationiihip to the nursing home iKirninistrators and staff. Members of this 
Association also scrvj;d on varioU statewide committees concerned with 
problems of the aging and chronically ill, and, through ^tlicir activities, the 
concept of medical direction iKgari to receive even greater attention. 

In early 1972, the medical director concept was accepted by several na- 
tional groups as an important step in the attempt to improve the quality of 
care in nursing homes. Means to accomplish medical direction were at- 
tempted, as mentioned earlier, through various individual and^ group ar- 
rangements. At this same time, a unification of Medicare and Medicaid 
standards for **skillcd nursing care'' led to drafts of new regulatiori^. rcquir- 

* GlAdue, J. Raymond. "Evolution of the Medical Director Conrf pt'* in The Medical 
Dinctor in the Long-Tervi Can Fadility, publiihed by the American Medical Aiiock- 
J tion, 1977, p. 3. ' 
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ing skilled nursing facilities to have cither a medical director or an organized 
medical staff. Spokesmen for the American Medical Association, the Amcri- 
<;anj3eriatrics Society, the American Association of Nujjing Home Physi- 
cians, apd others^ tcstifTcd in favor of this rcquircmenr, but it was not in- 
cluded in the final regulations issued January 17, 1974. However, on May 1, 
1974^ the Federal Register carried a *'Noticc of Proposed Rule Making: 
Condition of Participation 405. U 38'' which proposed that medical dircc- 
tion for each skilled nursing facility be provided by a physician who would 
serve a.s medical director. This proposed regulation was modified and final- 
ized as 405,1122, as announced in the Federal Register, Vol 39, No. 193, 
October 3, 1974, effective January 2, 1976. Excerpts from this Federal 
Register follow : • 

"405,11^1 ... _ 

^'^1) Standard: Patient care policies. The skilled nursing facility has 
; . written pa.UenX i;are pQljLcif^ to govem^hi^^cputin+iiiig skilled nursing care 
arid rclated .medical or other services provided. 

''(1) The facility has policies, which are ,devclo}>cd by the medical 
director, or th^ organized medical staff (see 405.1122), witli the. advice of 
(and with provision for review of such policies from time to time, but at 
least anrtualty, by) a group of professional penlonn^l including one pr more 
physi,cians and pnc or more registered nurses, to govern the skilled nursing 
care and related medical or other services it provides. The policies which 
are available to admitting ph»icians, sponsoring agencies, patients, and 
the public, reflect awareness of, and provision for, meeting tlie total medical 
and psychoso<:ial needs of patients, including admission, transfer, and 
discharge pkinning; and the range of service available to patients, include 
ing frequency of physician visits by each category of patients admitted. 
These pc:>lieies also include provisions to protect patients' -pei^nal and 
property rights. Medical records and minutes of stafT and conuiiittec mect^ 
ings reflect that patient care is being rendered ii/ accordance with the 
written patient^ Care fjolicies. and tha^t utilization review committee recom- 
mendations regarding the jxilicies are reviewed and nexessary steps taken 
to ensure coniplicancc. 

'*(2) The medical director or a registered nurse is designatec^, in writ- 
ing, to be res{x>nsible for the execution of patient care policies. If the 
res[)onsibility for day-to-day execution of patient care policies has been 
delegated to a registered nurse, the medical director serves as the ad- 
visory physician frora whom sfie receives medical guidance. (See 405.1122 ' 

('b).) r ' ^ 

3. A new ^105.! 122 is added to read as follows: 

'*405,1122 Condition of participation — medical direction. 
''The facility retains, etfective not later than 12 full calendar mont]jf from 
I>eceml>er 2, 1974, pursuant to a written agreement, a physician, licensed 
under State law to practice* medicine or osteopathy, to sei^'e as medical 
director on a part-time or fuR-Ume basis as is appropriate for the needs of 
the patients and the facility, If the facility has an organized medical staff, 
tiie medical director is designated by the medical staff with approval of the 
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governing body, A nicdioil director may be deslgitatcd for a single faciHt>' 
or multiple facilities through arrangeir^nU with a group of physicians, 
' local medical society, a hospital medical stafl, ^r through another similar 
Vrrangement. llie medical director is responsible for the overall coordina- 
tion of the medical care in the'facility to ensure the adequacy and appro- 
priaten«is of the medical scr\'ices provided tp patients and to njaintain 
surveillance of the health status of employees, (See 405.1911 (b) regarding 
waiver of the requiremont for a medical director) 

*^(a) Standard: Coordination of medical carg. Medical direction and 
coordination of niedicai Care in the facility drc provided! by a medical direc- 
tor. The medical director is responsible for Hit development of written 
bylaws, rules, and regulations which are approved hy tlic governing body 
and include delineation of the responsibilities of attending physicians. 
Coordination of medical care includes liaison with attending ph>'sicians 
to ensure their writing orders promptly upon admission of a patient, and 
periodic evaluation of the adequacy and appropriateness of health pro- 
fcf^onid^ and supportive staff anc}-» 

''{hy Standard: Res ponsibiliti4s\to the facility.'Thc medical director is 
'responsible for surveillance of thi^^caltli status of the facility's employees. 
Incidents and accidents that occur on the premises are reviewed by tiie 
medical director to identify hazards to health and safety. The administra- 
tor i$ given appropriate infomiation to help , ensure a safe and sanitary 
environment for patients and j^rsonnel The medical director is rcspon^ 
siblc for the execution of patient care policies in accordance with 405.1121 

**(b) Waiver of tJi^dical director requirement. To the extent that 
405.1122 requires any skilled nursing facility to engage the services of a 
medical director either part-time or full-time, the Secretary may waive such 
rj?quirement for such periods as he deems ap^opriate if, based upon 
documented findings of tiie State agency, he dctcnnines that: 

"(1) Such facility \% located in an area where the supply of physicians 
is not sufficient to permit compliance with, this requirement without seri- 
ously reducing the availability of physician services within the area, and 

"(2) Such facility has made and continues to make a good faith efTort 
to comply witii 405. H22, but such compliance is impeded^ by the unavail^ 
ability of physicians in the area." 

Since t)ie announcement of the '^Condition of Participation," a number 
of varied opinions have appeared in professional journal articles concerning 
the role of the medical director and the administrative alternatives for the, 
management of this activity. Of concern to many Ls the potential threat such 
a role may pre,scnt to existing administrative structures and processes in 
skilled nursing hom^ To others, the mere existence of such a title and per- 
son seems to cnsurc^l^at an improvement will be seen in. the quality of care ' 
rendered by these /arilitics. Some health care professionals Ix^iicvc that the 
medical director' will lead to improved 'relationships among all attending' 



pfiysidujns, and, subsequently, to thosc^ providing care tiMTcsidents in tlic 

The poihts of view vary with respect to the effect of this rtgulatipn upon^ 
the skilled nursing facUity in general,- and upon the administrator, the dircc- 
tof^of nursiqg, attending ph>'siciun5, irtaff and residents in particular. 
Whether one approaches medical direction from a clinical, administrative, 
tcgah, financial, or moral standpoint, the question remains as-3^^4ht aJtema- 
tivc models to be sclectal in order to effectuate medical di^J^n'm the 
, most appropriate manner, given a variety of different cbnditioj|F, ^Eo invcstT- 
gate this question, Contract HRA 230^75-Q2I3 was awarded to flirtiradr 
•uatc School of Public Health at the University of Pittsburgh on July ,!, 1975. 
The rcsCilts of this''cx^«isive study, conducted by an intci^isciplinary team 
q£ researchers, \lxc presented in the remaining sections of this report. 



Purpose and ob|«ctive« 
ot th0 rmardi 



The most general purposi of this study was to dcscnbc^c rfianncr in whitji 
jiursi^3g. homes that provide skilled care* responded to the Fcdcr^il require^ 
Vncnt for^ medical direction.* Tht specific objectives that guided the research 
follow; ' * 

A. To i^sign and conduct a survey of certified skilled hursing facilities 
in Jiie United States in order to pbtain descriptiv<Niata indicating: (1) the 
extent to^hich they fulfilled the ccquirement to provide medical direction; 
(2) the methods used to proviic^incdical di^^ and (3) characteristics 
of facilities that were unable to fulfill the Federal requirement for mcdic<U 
direction. . \ . . 

B. Td charactcri2c those ph^cians, vyho serve as nicdical directors and to 
describe their activities. ^ 

C. To identify and describe in detail the vatrious arrangements for mcdi- 
^cal direction (models) which hayc been developed and employed by skilled 
nur&ing facilities. 



C In thif-rcR-arch a "skilled nurirn^ facility'* ha* been defined m an inititution or dii- 
tinctvp&rt of an^'inititutiop which ii priiriarily engaged in providing &ki]]ed nurung cam 
and related lervicct to inpatients^ Si^ch an ijuUt^tion has in effect a transfer a^preement 
with one or \\\ovt partic ipating hospiiaJs ai^d meeti.tijc r^ijuircmenti for State licrniure. 
The ittm skilled nulling facility, does n^^ include .9tny institution which is primafily 
for the care an^L treatment of mental diseascjTor tub^fciilOsis. 

established in the Federal reguUtions, the medical director may be designated for 
* sii^i^Ie facility or a group of facilitiei and may be engaged on lull or part-time basis* 
Medical direction may be carried out through a variety of arraiigements, e.g., aa agreo* 
ment with ai\ individual physician, a group of physicianSt a. hospital medical itaiT, a local 
medical society, or other similar arrangenijm^ l*hc mcdii^al director is rrspoAsiblc for 
the ovarall ro4>rdlt4ati4>{} <>f the m^Hltcai cari> the faciilty to ensure that tha care U 
adequate and appropriate. In addition he/she is responsible for developing methodi to 
nxaixjtain lurveillance of the health status of employees. He/she 'mat attend 
patients in the facility heing served as medical director. 
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GeiMMid Upproadi, Two data collection efforts were rcijuircd to meet the 
objectives of this study. A systematic mail/telephone surycy (called the "na- 
tio^^^^urvcy" ) was designed and conducted to Jjjovidc national descriptive 
data' telative ,to the manner in which sjdllcd nursing facilities responded to 
the requirement that they provide for medical direction. Secondly, 21 iacili- 
tics were identified and visited by project staff, in order to explori^through 
indepth discussions with the administrator, medical directcjr and nursing di- 
rcctorj the behavioral aspects »f the implementation of the concept of medi- 
cal direction. Jhis aspect was called the **9iodd study." % ' 



Integration of fidd aini survey reseai^k The national survey and the 
model study were highly interrelated on both a methodological and on a 
conceptual level. Figure \ is* a chart listing the major variables addressed in 
the study showing the source of data for eadi and the postulated relation- 
ships among them. They represent the major environmental, organizational 
and personal factors which affect the formal arrangement for medical direc- 
tion and the actual behavior of those who arc involved in providing medical 
<iircction. . 

The anal)^ of data from the national survey* was greatly enhanced by 
the knowledge gained through conducting the ficld^ visits, since thh staff be- 
came more sensitive to the -areas, in which the questions were adequate aS' 
well as limited, the ythcr hand» the national survey data provkic a basis 
for dcter<nining the extent to which the case study material is like or junlikc 
the experience of the totality of facilities in the U,S. 

Natfonai turvay 



Questionnaii^ dtevelopmcnt Three questionnaires were developed for each 
skilled nursing facility in the study sample: one for the adrriiaistrator, one 
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K Fed«f«i PoUcy ami 
UgislatiOii 

B. Fciddral Ragulatkma 

Social & Cultural fao- 
tort concaming Jong 
lanti cara (e.g., cultural 
val uaa rK^gariatric 
pop.; modafa o( cara) 



K Organizationai Chai^> 
actariaiica (formal) 

1. Oparating Eiv 
viro^ant 

• k>€at{on, type of 
facliity, ownar- 
ahSp, health 
resources, 

2. . Infernal Environ- 

ment / 
' structure 

• proceas {Input, 
conversion, out'' 
put) ^ 

• resources (staff) 

B. Motivation for model 
selected 

' anticipation of- 
proby^M resolu- 
tion 

C. AvaiiabilHy of^hysi- 
cl^s (medical direc- 
tor) 



K Charactefiatica erf 
Staff 

■ demographic, 
medical, profaa- 
aionaJ 

B. Characteristics of 
Patients 

' demogra{:^lc, 
health sTtatua, 
relevant personal 
characten- 
^latlcs 

C. Medical Oiractor'a 
definition of rola 

D. Admlniatfator's deft- 
njti<^ of medical dl- ^ 
rector roto 

E« Nursing Oiractor'a 
, definition of medtcai 
' director's role 



K Compliancd — Ext^ 

1* Number in/not in«i. 
compliance' 

* jfegrees of 
compHanos 

B. Compliance — HaturB 

1. AfocTe/a of working 
arrangemmts for 
medfcai director 
2. Msdicai director 
ro/a 

- demographic & 
Frofeesionai 
charactefistice 
of medical direc- 
tor. 

• formal rote \ 
definition 

C. NofkCompljance 
1. Reasons for 
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A. Organlzatic^al 0\du[r 
ftctttrifttici (Infonna)) 

B, HistoHcal Cdntext for 

* yi^art of medical 
direction Irt 

vv facUity 

• lengtti of time In 
rol^ of m«dtcaJ 
director 

Field ¥isH$ , 



A. Attitudet & Ch^ract^- 
litk» of Staff i \ 

B interpretatlc^ "of Role 
of K^ical Direotpr 
(Medical Direqlor^ 
mlnlatfator, Mgning 
Director) 



A. Medical DirKtor'a 
Ro(e^ 

Formal role 
defTnl^cHi 
2, Role|CiMi8^wia 



B. 



Relevs^ce 
Model 



of Formal 



A. f^oa Perfom>ar>ce 
m\6 InterretatioO" 
a^fpa (doited) 



V 



for the medical dir^^or, and one for the nursing, director inH^c "facility. The 
. . administrator^* qucstiojinaire was the moit detailed ofithc three instruments 
and providcd^Jhc majority of the information needed to meet, the objective^ 
of the studj.^Thc' quotiomiaircs complcttd by the mcdic^ and nursing di- 
rectors were dcvcIopcA to probe the respondent's perception about the per- 
formance of the Mc of the mcdic!al director and liis/hcr actual involvement 
in providing medical direction.^ ! ( » , I 

Sampling of facilities and design of the sample^ The study population con- 
sisted of all nursing homes in the United States which were certified under 
the Medicarc-Medicaid programs te provide skilled nursing care. A listing- 
of such facilities is the Long Term C^re-Managemcnt Information System 
(LTC-MIS) prepared by the Social^ Security Administration as a product 
of the Medicarc-Medicaid certification survey visits. This^^ting was used as 
a sampling framc.^ - . 

The skilled nursing facili^cs were stratified by State apd every other fa- 
cihty within each State was selected for inclusion in the sample. In States 
having fewer than 50 skilled facilities, all skilled nursing homes were in- 
^ eluded in the sample States, The LTC-MIS contained 7,111 ^Icd nursing 
facilities. Our original sampling activity created a sample of 3,794' facilities 
or 53.3 percent of the total number of Medicare-Medicaid certified skilled 
. nursing^fcKilitics in the United States, ^ 

The sampling plan employed in this study was ba^d upon the require- 
ment that data be generated to permit State level description and analysis 
should such be called for in the future. This requirement led to the decision 
to create a rather large samgtlc and to -include, all facilities in States having 
fewer than 50 skilled nursing hom^, thereby providing a sufficient number 
of^casS Io~perW^^ dcscriptloiv'and cross tabular analysis if re- 

quired. ; 

■ i» ■ * 

Administration of questionnaire aiHi {oUow-up. Questionnaires were 
mailed in the fall of I97& to facilities proViding skilled nursing care. Three; 
reminders were mailed tojcncourage response from nonrespondents. ITie first 
reminder wj^ a. postcard; the- second foUow-up was a letter with a complete 
set of questionnaires ; the third fbllow-up was, accomplished with a postcard. 
The response to the mail survey was somewhat limited (29.1 percent) al- 
though, sufliciciu ca$Ci; were generated to permit a preliminary assessment, 
on a national level, of the activity of skilled nursing facilities with regard ^ to 
medical direction. 



'The lanjple was reduced to 3,338; ax contact! were made witl> facilities, a number 
were eliminated from the itudy for varioui rca^oni. The yioit* common rca*on» for 
elimination were: (a) fadliticj had permanently cloaed; (b) faciliticj were no longer 
(certified at tkillcd faciiitici. 
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Teli^p^Hlc airvey* While the administrator response to the maif survey pro- 
vided «)mc indication'of the mariner i» which skiilcd nursing facilities were 
reacting to the requirement for medifal direction, the overall r^pcmse rate, 
was not sufficient^to -support the publication of national descriptive data/ 
Tliercforc,* in omer to supplement the mail •survey a second national survey. 
was.conductcU by telephone, . ^ ^ t' \ 

/The telcpiione ifurvcy was ba.*^cd u|K)n a prc^aljility's^plc, again strati** 
§fed by State, of 50 percent of the nonrcsfK)ndents td the mail Purvey; 1,298 
^/facilities were included. Administrators in 1,298 facilities were contacted by 
telephone in the spring of 1977 and asked to respond verbally to the ques- 
tionnaire originally forwarded to them during the mail survey/ 

yhc administrators were highly cooperative and seemed to prefer the tele- 
phone modality. The response to the telephone survey was 92.7 percent, 
yieiding 1/204 additional administrator questionnaires^ 

• The Sskillcd nursing facility administrators were asked to speak with their 
medical and pursing directors in our behalf to' encourage them to complete ^ 
and return the questionnaires that had previously been sent. Contract limita- 
tions in both fiii^md money precluded surveying medical and nursing di- 
rectors by telephone* 



, P*ta aggregatu}ja and weighting. The sampling design employed in this 
study Tesultcd in the development of a data base that included all skilled 
nursing facilities in States having 50 or fewer facilities (22 States), We thus 
had data for virtually the total population of skilled nursing facilities in 
these States after combining the mail and telcphond survey responses. As 
noCtd above, in. those States having more than 50 facilities a fifty percent 
sample was drawn. 

It was therefore decided to report population estimates rather than sam- 
ple data for the administrator responses. The population estimates were de- 
veloped through the application of a weighting plan which is described in 
" detail in Appendix A. Most of the information presented in this report was 
obtained from the administrator survey and from the model study. 

Data obtained from the medical and nursing director questionnaires were 
not weighted and should be viewed as suggestive due to |hc lower response 
from these two groups. While the data %vc report hokl for a large number 
of practicing medical a fid nursing directors, we camiot, at this time, providc\ 
Any quantitative estimates of the extent to which our data actually represent 
/the total population of medical and nursing directors in skilled nursing fa- 
^^ilities. For these groups sample data rather than population estimates arc 
provided. ^ 

The total numlxrr of cases, i.e., thase who answered a particular item plus 
those who did not (missing cases), equals the population total of 6623; in 

U 
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some tables, N=6624 due to an SPSS rounding procedure. The 'Valid" 
nunifacr of cases, i.e., thosj: who answered a particular item, will equal 6623 
(or 6624) oniy if tvery respondent answered that item. In other words, we 
chose not to assume a similar distribution of missing respondents' (no an- 
swer) to that of the actual responses within any one subgroup for any one 
item. If we had used, that gumption, there would be no missing 'case^ in 
the tables and the "valid" number "tof cases would dways equal 6623 (or 
6624)., . 

Cm* study tiMthodt and t^fction proc«durM 

Oveg^ew. This phase of th^c study consisted of two-day site visits to 21 
skilled nursing facilities that were selected on the b^sis of the following Gii'^ 
tcria: type of medical direction arrangcmicnt, siM, ownership and location' 
of the facility, Indepth intet;views were conducted by two members of ^ tlic 
research staff with the administrator, medical director and nursing director 
in the facility- These onsite visits provided an opportimity to examine the 
mtcrreiationships of formal and informal structixral and organizational vari- 
ables relative to medical direction iiLthe facility. 

- • \ , " ; ■ 

Analysis of tise medkal director's f omul relatioiisisip (o tiie fftdUty. The 

Ipguagc within the "Scope of Wfirk-' requiring the researchers to get ''in- 
depth descriptive information*' indicated that the site visits should include 
the analysis of any information essential to a complete undcistanding of the 
arrangement for mcdic^ direction/ Accordingly, the staff requested and re- 
ceived copies df certain documents from the participating facilities, includ- 
ing the organization chart, medical director's contract with the facility, and 
medical director's job description. 

Durin^^the initial interview with the administrator, the documents were^ 
used as die basis for beginning the discussion al^ut the medical director's 
role in the facility. Later, the documents were compared for consistency. 
• : Theicontiactual agreement between the facility and the medical director 
was reviewed to identify the sponsoring agent, the scope of rcsponsibilitiM 
and authority prescribed or proscribed, compensation, term of the contract, 
insurance provision, substitute medical director provisions, the mechanism 
for review of the medical director's performance, and termination ^ the 
-contract, Facility personnel were^askcd about the^dcvelopmcnt of the ddCij-. 
ments in qj^er to determine whether they were bargained for, developed 
in-house, and/or reviewed by counsel to the facility. 

When an interviewee referred to a documenrwhich related to the medical* 
director's role, the site visitors requested pcnnission to review it and often 



oUaincd coj^ l6r inclusion in the case study rcpbrt Exsilnfdcs of such 
dQcunricuts include i^diaintSitrator job dcs^criptioxis, admmon criteria, dis- 
charge policies, utilization review coirtnittcc meeting minutes, director of 
nursing job dcj^riptions, medical staff bylaws, rules and regulations, and 
standing ordcriC 

, Analysis of the oudical dLrector^i voridag rdatioii^mu The*research 
•^roup hypothesised that the mcdicad directorship would be effectuated 
through rclatfonshif^ which the medical director would have with the fa-> 
cility, the facility'^ employees, the attending physicians, the patients^ and the 
community. An anal>'si^ of the ''Conditions of Participation on Medical Di- 
rection'* and the American Medical Association ''Guidelines on Medical 
Direction'' revealed the types of activity to which a medical direcfor should 
appropriately direct his/her attention. The interviewers, focused their atten- 
tion on these activities as they attempted to investigate' the relationships be- 
tween the facility pcrsoruiel and the medical director, and the behavior: of 
each individual. During the scmi-structurcd sessions, the interviewers ex- 
plored which medical direction functions ^Wre being performed, by whom 
they were being 'pcrfoFmcd, and how the internal structure of the facility 
related to the medical director's role. As the discussions progressed, various 
patterns of Behavior emerged that permitted the visitors to pose hypothetical 
problenis for the interviewees. The detailed qucstioning^bout the arrange- 
ment revealed many of* its effects on the facility, and the interviewers con- 
cluded tlic sessions with inquiries about the perceived benefits and problems 
of the arrangement. , 

Prepar^tioii for and the timiiig of the interviews* After a date had been set 
for the site visit, the project staff mailed copies of the administrator, direc- 
tor of nursing, and medical^dircctor questionnaires ( developed . for the na- 
tionwide survey of facilities) to tlie administrator with a letter asking that 
they be returned to the researchers before the visit to the facility. These com- 
pleted questionnaires, along with other demographic information about the 
facility, physician population, uther health care facilities, and the commu- 
nity provided the site visitors with background information for the inter- 
'views. Tv^'^ project staff memjxirs visited each of the facilities, spending|a 
totsj of eight hours in the facility over a two-day period. 

A Hchcdulc for the interviews was generally followed, although some 
ations \Yere necessitated b^'factors su^ as demands upon \he medical direc- 
tor or travel arrangements for the project staff personnel. According to the 
schedule, both site visitors met initially with the ^administrator in order to , 
assure him/her that the information.garnered^from die visit would be treated 
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in a ccxnfidcntial manner, acquaint him/iicr with the study and its goals, 
and then to begin to discui>s the activitiei and stricture of the facility and 
to rcvicH' the formal arrangement for medical direction (e.g., the contract, 
job description, and organisation chart). Later on Che first afternoon one 
site visitor met with the director of nursing, while tiic other visitor met with 
the administrator, in order to «plorc their individual working relationships 
with the medical director. 

After the first day of interviews, the project staff members iQt to frame 
the Ls2iucs for con^sidi^^tion during the second day\)f the visit. An analysis 
of the dcx:umcnts rcccWed from the facility was conducted so that any ques- 
tions or problems coufd be raised with facility personnel during the inter- 
views on the second day. The appointment for the medical director's inter- 
view was scheduled Cor the second day so that sitc-visitore would have an 
opportunity to familiarize thcniselvcs with the fonnal arrangc^pcnt, the, f% 
cility, and the administrator and director of nursing and in this way, maxi- 
miicc his/her time. The visits to a faciixty ;Uways included a* tour of the 
patient care, recreational, and service areas* v 

Case study report preparatioiu The information from the site visits was 
written into a narrative report that was. organized according to the foUow- 
ing topics; the facility's environmental and organizational diaracteristics ; 
the role set interaction among the administrator, director of nursing, and the 
medical director; the history of medical direction in the facility; the formal 
model for medical direction; and informal relations between the medical di- 
, rector and the other physiciaas, the administrator, and the director of nurs- 
ing. The staff hiembers who made the site visit collaborated on the final 
report of the visit which contained no reference to the facility by name. 

The research staff drvelopcd summary statements about the medical di- 
rectors scope of practice in regard to the ''Conditions of Participation on 
Medical Direction'' by^nducting structured j^t-site visit interviews with, 
tlic site visitors. ^ ^ / 

Selection of facilities for mode! study. The process by facilities were 

selected for the model study was highly involved and required a separate 
substudy to complete. A sunmuiry of the methodology used to select facili- 
ties for indepth case analysis follows, 

. The contract under which this research was conducted required the re- 
search group tn develop descriptive mcKlcls of various working arrangements 
for medical direction in skilled nursing facilities/ There was a further icpquirc- 
roent that a method be developed for identifying facilities with tncdical di- 
rection, that arc viewed as "supcrlr)r'' and which represent a variety of work- 

^ing arrangements, size, ownership and demographic characteristics. 

H > 2^ , ' 



The selection prcN:edure began with the solicitation of narrifcs of ^Superior 
facilities with quality lyedical dircctonvhips from the HEW Regional long- 
terin care directors. Eight directors nominated a total of eighty-seven (87) 
facilities to the project stall Next, all members of the Non-Governmental 
Advisory Committee and s^-lected fiiembcrs of the Governmental Advisory 
"Committee wog^contacted for facility nominees. Thirty-nine (39) facilities 
were recommended by eight Non-Governmental Committee members, and 
seventeen (-17) were suggested by the GovemmentiU Committee members' 
who wa^ contacted. , 

The. staff analyzed all available information on this total group of 143 fa- 
cilities that had been recommcndecl, and categorized the facilities according 
to the type of medical direction nuxicl, size, control, and location. The elimi- 
nation of facilities with duplicate characteristics resulted in a ^roup consist- 
ing of seventy-two (72). facilities. The administrator of eacli facility was 
surveyed by telephone in order to verify the information about the charac- 
teristics of the facility and the medical directorship, and to detennine 
whether the facility would be willing to host a site visit. 

Finally, the staff reviewed the file on each of the facilities falling within a 
given category (e.g., large/urban/non-profit facilities), and selected tiie 
homes which would represent the diversity of medical direction arrange- 
ments existing within that category. After the site visits were underway, other 
unique arrangements came to the attention of t^ie staff wlxich resulted in 
some substitutions among the qriginaJ group. 

The above is a brief overview of a process that req.uired two survc)^ (one 
mail and one telephone ) and .several s^^tematic screening and sorting opera- 
tions to complete. 

In Appendix B we have summarized the characteristics of facilities se- 
lected for inclusion in the kiodel study in order to illustrate the variety of en- 
vironmental, organi/ationaJ and medical (direction charactcristics^which were 
examined* 
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M«dlc«i dir«ction; naUonai dsscripUvt data 

Cluracteristics of £sM!iiities providing skilled nursiiig care in tbe United^ 
Statei* In this finst section of the presentation of results, population cstinxatcsi 
describing skilled nursing facilities in the United States are presented as con- 
text within which the structure and operation of the medical (direction pro- 
gram can be considered. - . 

The popufation of skilled nursing facilities arc roughly evenly distributed 
gcographiyRlly. Of the facilities represented in this study, 34.7 percent arc 
located ki urban areas, 35.5 percent In semi-urban areas and 29.8 percent 
are iiwur&l areas.^ 

indicated in Table 1, the majority (68.3 percent) qf ISTcilities arc *'for 
pr2fk"^(tax paying) ; the second largest group (21.7 percent) are "not-for- 
profit, nongGvcrnmcntal^" State and local governmental facilities account 
for 1 0.0 pcrcait of the total. 



T«M« 1. Th« dltiiitmtlon of %mmdi nurtii^ facilitin by typ« of owncrthlp 



Ownership 


J. — 

Fadllttta 

Number Parcent 








Total 


6615 


lOO.d 








FcM^profit, tax, paying .......... 


4515 


6S.3 


P = 


-883; SE ^ 


.OflQ * 


Not-for-profit, nonQovernmantai . . . 


1436 


21.7 


P = 


.217; SE = 


.0079 




664 


10.0 


P = 


0.1; SE=: 


.0058 
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* For the purpose of this study iix\ urb^n area 1$ defined as i'city having a population 
of .!(X)jOOO or more and itt suburbs* a $tnii-urban area Includes a population cey^ter of 
1 0,000- 1(XI,000 and its suburbs; a ftra) location includes area* having {ewer than tO,^00 
penoof. , 

If " 



The **for-profit'* facility Is most likely to be in aii urban or scmi-urba» 
area, while the ' govcrnriientar' and the "not-far-profit, Bon-governnientai 
f^icility" is most likely to be located in a rural area. (Refer to Table 2.) " 



*-T«bhr 2. Ibm diitrilHitkin df skiiitd nursfam laciUtiM 1^ ownfmMp and 
gMgfiH>hlc locaflon (N - 6S96) 



QQQg(;aphlc 
location 



Far 

profit 



Not for 
profJi 
nongo^ 
ernment 



Qov^rn- 
m^nt 



Total 







Hum- 


Per- 




Per- 


Nurh- 


. Par- 


Nanh 


Par- 






ber 


cent 


ber 


cent 


bar 


cant 


Ib&r 


cant 




Urban , . . . 


1707 ^ 


74.7 


490 


21.5 


88 




2286 


1M.0 




Sami-urfaan 


1759 


75.0 • ^ 


. ' 415 


17.7 


^ 173 


7.4 


2347 


100.0 


t ■ 


Rural .... 


1^30 


52.5 


530 


27,0 


403 


20.5 


1983 


100.0 



M^Mlng Cam =^17 

The single free-standing unit Ls the most common form of organization 
(6;^7 percent); however, groups of two-four faciiitien ( U.7 percent) and 
chain organizatiom which involve n^ore than four facilities are not uncom- 
mon (23.9 percent), (Refer to Tabic 3,) f 

* 

Tabte 3. Tha diftributlon oi tkiUad nursing facilittes according to tingia, group or 

ch^ii affiliation 

' ■ ■_ ' f ; 

Facilities 

Type of Affiliation Number Percent 

Total 6553 100,0 

Single. 4176 63.7 .. ' p = .638; SE = .0096 

One of a group {of 2 to 4) : 770 11.7 p ^ -117.4 SE = .CK)64 

One of a. chain {Aore than 4) ..... . ^ 1568 23.9 p = .233; 8E ^ .d088 

Other* " 40 0.6 p .007; SE r^ .0014 

Ml««in5 CcMt - 70 

* Thii^cat«gory inc!ud«i facjiltlef *hich ir9 components of larger fscHltiei tuch at t hoipltil Of 
m«fltti fMaith c«nt«r. 



As a group, facilities providifiiif .skilled nursing care are relatively youilg' 
organiication.s. The vast majority (91.1 percent) l)egan o}>eration after 1940; 
a large numl>cr (.^)().3 pc*rccnt) began serving clients after 1965. (Refer to 
Table 40 
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Tallia 4. , tW tUciribi^ of vkHJwf imning iAcitiUMty^ y*«f th« fadUtiMi firat 



% . ■ • — ^ ' 





— ■ — — 






Tot«t : . . . . 




6330 


■ 100.0«' 


<1800-1899 




172 


2.7 


1900-1940 . 




389 


6.1 


1941-1965 




2684 


AOJ& 


1966-1970 




203S 


32 J 


1971-1976 




1147 


18,1 



MMa6 Cam* 283 



The total number of beds in billed nursing facilities range from fewer 
than 50 to more than 200; l^owcver^smost commonly these organizations 
faU within thcVanges of 50^99 beds (38\^ccnt) and 100-199 beds (39.2 
percent) . (Refer to Tabic 5. ) 

5. Th% cSlttrlbutlon of MiOml nurtli^ facUitlM by Ui# totii. nunOMr of b«d« 

In th« faculty 



Number Percent 



Total 6569 100.0 

t-49 687 10.5 

*50-99 . 2517 38.3 

100-199 . .\ ■ 2576 39.2 

200 and ^ 879 12.0 

Popul^lloo Mi«n* 116.02; SE = l.«275 ^ 

* CxGiu(i«« cu«4 with ov«r 1,000 b«d«. ' ' 



The number of s^cillcd beds In any one facility tends to vary with the own- 
ership. Facilities having fewer, than fifty skilled beds arc most commonly 
'^not-for-profit, nongovernmeiitar' and *'governmentai" facilities. Facilities 
hashing between 50 and "S^ticds arc most commonly "for-profit/* while fa- 
cilities with 2(X) or more beds arc most often **govcrnmciitaI/* 

It is common for nursing home facilities to provide more than. one level 
of care. Next to skilled care, "fntermediatc care is most fi;equently provided 
(32.5 percent of the facilities report having an intermediate care level). 
Fewer than ten percent (8,2^ percent) of these multilevel facilities provide 



Number of bede 



) 



residential care, ■syidle 8.7 pewicnt arc extended, care \^mt& of hospdtak 
(Refer to Tabic 6.) ' 



T*bt« «. TH« p»rcMt dMrlbulion ol tlcHM iMrsino f idttSM JiM*v«f« of . 

FttCiUty provUit 



No 



Torn 



Ula$ing 

CIMM 



LMV9i* of 



P9n?tnt Pvctnt Pvetnt Number', 



i 



• SWlltd* ...... 


. 100.0 


0 


100.0 


13 






Intdrmedtatt . . . 


32.5* 


67.5 


100.0 


3 . 


P = 


.'te4;'SE = .0091 




B.2 


91.6 


noo.o . 


6 


P = 


.092; S£^ .0051 


AcjJt* C«f» . . . 


8.7 


81.3 


100.0 


1 


P = 


.093; SE = .0055 



*Thlf CMfqiyjy inctuc^ f«cHitNw with b«d« wttlcli art c«nift«d M tHiittd onj^f p«f cfntt 
IMSUIUM wllh that a^. cMly ctitiBad aa akilla^ or kitafmadiaia (1$ pa? eant}. . ^ 
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As expected, skil!c<^ nursing facilities are primarily serving patients who 
range from 65 to 80 years of age. It is of interest to note that wEUc there 
arc fewer patients under age 65, approximately three quarters of the fadli- 
ti^ serve patients below this age. 

Facilities oifering skilled nursing care are typically served by more than 
one physician; however, the number of physicians involved with any one fa-- 
ciiity is not large, falling within the range of 1-25 (81 A percent), excluding 
the medical director. In 5.2 percent of facilities, the medical director is. the 
sole attending physician, while in 13.6 percent of facilities, mofc than 25 
physicians attend patients in the facility. (fLcfcr to Table 7.) - ' 

Tabte 7. Th« distribution erf ildlltd nyrslng facilftiM l>y th« nuinb«r of •fi«ndk)g and 
•l«if phyiiciiM WKterMQ c«r« to ikUItd nufalng p«ti«ntt in th« fadilty 



Number of phy$lolans Number 

Total ■. . . . ". 6088 

Nona 318 

1-25 ■ 4939 

2^50 eas 

61-75 : " 104 

>75 103 

t . " 111 

Poputtllon '^ao 13.iaa3: SE = .>7M , 
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Typically, medical staffji in skilled nursing facilities arc not formally orga- 
nized (49.7 percent,) . However, almost a third of these facilities have dcvci- 
6p(Cd written bylaws, rules and regulations delineating physician conduct 
(^0.6, percent) and about one in five have formally organized medical, staffs 
{ IXJ. 7 percent ).( Refer to Table 8. > 

It is relatively common for patients in skilled nursing facilities to partici- 
pate in fpmially organized conimittecs. More than onc-haif (59.5 pericent) 
of the facilities ^cpor^havirig a patient organization. Slightly over one-hiali 
(5L9 percent) of the facilities invite patient* to participate in organized 
committee meetings (e.g., meetings specifically for patients, such as a rjr&i- 
dents council ^. staff committees su(^ as infection control Imd safety) . 



Tabit f * The dkirtt>utk>n <^ skliM nurtlng facUtkM by typ« of 



OrgsnlzMtSon piMn Number P^rc^nt 



Total .• 6432 . 100.0 

One physician 26d 4,2 p = .CM6; SE .0038 

ladfviduarphyslcigns act on 

their own 2926, 4S.5 p = ,456; SE = .0100 

r Medical staff bylaws, rules and 

r«lu^ions * 1968 30.B p - .289; SE = .0094 

Ftt^ty organUed medical staff . 1269 . 19.7 p = ;209; SE ,0079 

■ -— y • - ; 

UlMing Cams :^ 19t 



In summary, the surveyed skilled nursijig facilities are evenly distributed 
throughout rural and urban areas, arc typically '*for profit" single ynits, / 
relatively new organizations, and range in size from 50-200 beds. It is com- 
mon for nursing homes to provide xxmrc than one level of care and to serve 
all age groups althougfj the majority of patients arc over age 65. I'hc most 
prevalent arrangem<nt for providing medical care to patients involves more 
than one attending physic ian, and ^omc formal physician and patient orga- 
nization is not unconmion. We believe the above adequately characterizes 
skilled nursing facilities in the United States, 

" ■ f 
The respooie to the federal requirement for medical direction* The si^- 

vey indicates that facilities providing skilled care have complied with the jf* 
Federal requirement for medical direction. As many as 98.9 percent of the 
facilities which rescinded to this question have one or several physiciaas an- 
swering to the title of '^medical director," but it is'^JHficult to dcteiminc 

\ ■ ■ . 
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ho^ many of these actually amimc aU of tlxe designated responsibilities 
listed in the Federal mandate. Only a small number (less. than 1 pcrcejit) - 
anticipate difficulty complying with the requirements and have taken or ptan 
to lajtc steps to obtain a waiver or change the level of certification. (Refer 
to Table 9.) 



Tabte S. Th# dtetriiM^ of tkHM nuri^ fcdUUM by txtMi to which Hm 



Exfnt of modJcat i AiltMing 

(UfcHon Numti^f f*tfcant cum' 



Have had Madica! Oiractor 


















for > 1 yaar 

ObtaJnatf ^^jfeti Difactor-' ' 


5632^ 




■ 25 


° P 




.775: 


SE 


:=.0O65 


















1196 


fa.i 


25 


P 




.2;^: 


SE 


= .0063 


Wiii have ^tedicaS Qlrector- 


















within next alx mofltha .... 


8t 


1^ 


25 


P 




.017; 


SE 


= .0016 


No M^oaf Diractor 


















wKhin aix montha 


15 


0^ 


25 


P 




.003; 


SE 


= .0019 


Plan to taak waivar ...... 


18 


0.3 


25 


P 




.003; 


SE 


= .0008 


Waivar obtainwt . . 


11 


0.2 


25 


P 




.002: 


SE 


= .0004 


Plan to change level 
















*% . 


of certification . , ; 


10 


0.2 


2$ 


P 




.001; 


SE 


= 0008 


Olh*r .; 


47 


0.7 , 


25 


P 




.01; 


SE 


= .0013 



Characteristics of facilitks seeking or havii^ obtained a waiver*'^'* Our 

popuiatioh estimates suggest that approximately 28 facilities have requested 
a waiver for the rcquircmciit of medical direction; these arc described as > 
follows: ^^^-^ 
• a. Location; A majority (71.4 percent) of these 28 facilities arc located 
in rural areas, ii'he percentage is greater than the percentage of facilities in 

b. Ownership: Of the 28 facilities, almost three quarters (21) arc **not- 
for-profit." This distribution differs from the total sample in which the dis- 
tribution of '*uot-for-profit'' facilities Ls less than "for profit" fadliti^/ 

c. Sources of payment for patients: In facilities requesting a waiver, Medi- 
c2Lid is the major source of payment (over two-thirds of the facilities in this > 
group (20) receive Medicaid funds for three to five, or morc^ patients). 
Self-pay is the only other predominant payment source for patients in these 
facilitieiv vvitli 21-40 percent of patients being the largest concentration using 



Eitiuuitci will vary between 28 and 29, an SPSS rounding procedure. 



this payiiicnt mode. Medicare is an in%uificaiit source dl payraw^^ in tlicsc 
iacilitics. . .,^( 

d. Bed size: The bed size of the faciiitics requesting waivers varies frcrni 
fewer tfiaii 50 to 199 beds. The largest number of facilities (44,7 perccm) 
have between 100 and 199 beds. ^ ^ 

e. Medical stag organization: Slightly Over half of these facilities have nb 
medical staff organizational structure, approximately 24.4 percent have a 
formal medical staff organi'Ajtion, and, in 19,5 percent of the facilities, all 
catrc is provided *by one {Aysiciart. ^. 



Soumes employed to recruit a nmdkal director* A variety of purees have 
been pmploycd by facilities' to recruit a medical director. (Refer to Table 
40.) TJhc source most commonly employed (68.8 percent) wfls the physi- 
cian who is associated with the facility as an attending. For 13,9 percent df 
the facilities, the source employed was the medical staff of an affiliated hos- 
pital. The "other" category to which 223^4 percent of the facilities responded 
includes such sources as : physician in community, retired physician, utiliza- 
tion review physician; physician owner or co-owner; pen^onal friend or con- 
tact of the administrator. ■ * 



Tabte 10< Th« dtetiM)utien of skUtod nurs^ f«cUlti«« aceordlng to tlM iaurc« uMd 
by Ite iMcmw to mcndt i imiMc^ «yrKk^ {H = M&y 

^ S/ Missing 

Source ^.^\ Number Percer^i cases 



Physicjan In facility 


4341 


6S.8 


309 


P 




.70; SE 




.0096 


County Medical Society . . 




4.5 


309 


P 




.057; SE 




.0036 


State Medical Society ... 


&4 


1.0 


309 


P 




,012; SE 




.0018 


Affiliated Hospit^ 


















Medicaf Staff 


878 


13.9 


309 


P 




.154; SE 




.0068 


Other Hospital Medl*- " 


















cal Staffs 


388 


6.1 


309 


P 




.061; SE 




.0049 


Pm^Hc Health Agency . . . 


61 


1.0 


309 


P 




.013; SE 




.0018 


Medical School Faculty . 


82 


1.3 


"309 


P 




.019; Sfc 




.mz 


Group Practice or HMO 


108 


1.7 


309 


P 




.019: SE 




,0024 


Other 


1416 


" 22.4 


311 


P 




.202; SE 




.0087 



* 7m« t«IMt fm:{^«« iBultlpl« ratponm 

Types of ammgements for the provuton of medical directioiL The vari- 
ous typcii of arn^ngctncnts tiiat facilities Ijavc for the provision t)f medical 
dircctiott arc prcsctucd in Tabic 1 L Overall, the 'individual physician serv- 
ing as medicai director'* is the most corximon arrangement (88-0 percent of 
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nursing homes developed tim type of arrangement) . Other arrangements in- 
clude agreements with: several individual phy^cians (5 0 percent), the 
medical staff of hospital (2.9 percent), a phys^iaii partnership (2.0 per- 
cent), a group practice (1.1 {>erccnt ) , a medical school (-0,1 percent), a 
Health Maintenance Organization (0.1 percent ) , and a medical society 
-(0.1 percent). 

The general pattern identified in Table U holds for urban, semi-urban, 
and rural areas, with minor variation. There is a slight tendency in rural 
areas to seek medical direction from a hospital (7,1 pcrecnt of rural facili- 
ties report an arrangement with a hoi^pital whereas only 1.7 percent of urban 
and 1.2 percent of semi-urban skilled nursing facilities report such an ar- 
rangement). Individual physicians provide medical direction in 90.0 percent 
of facilities located in semi-urban areas, in 88.9 percent of homes located in 
urban areas, and 85. 1 percent of facilities locaitcd in rutol areas. 

t«bl« 11. Tli# cU«Ulbutl<Hi of tkUM fujrsinfl fadUUm according fo arrangamMl 
tha faclUty tor Uw provialon^of m^dficAl cfkactkm 





Hu'mt}9T 


Psrcent 




. . Total " . . 


6463 


IGOlO 




Individuai physician . , . . , 


^ 5685 


88.0 


p = .855; SE =: ,0062 


Physician partnership 


, 130 


, 2.0 


p =.019; SE =: .CK328 


Group practice 


70 




p = .014; SE = .0016 


HMO 


'4 


0.1 


p = .001: SE 'ii-O.O . 


Several Individual physicrans . 


32a 


5.0 


p --= .056; SE = .0041 


Medical society 


■7 . , 


0.1 . 


p = .001; SE ;= .0004 


Medical school 


8 


0.1 


p = .002: SE = .0003 


Medical staff of hospital 


- 189 


2J 


p = .032; SE = .0032 


Hospital 


10 


0.2 


p = .002; SE = .0004 


Other 


38 


0.6 


p = .007; SE = ,0013 


* 
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_T}iC .data.4}rcsaiLcd in Tabic 12 reveal that the contracted time of less 
tluin 10 hours a week fc^r medical direction (which is the mcst commonly 
responded pattern ior all arrangements), Ls found most frequently in facili- 
ties wlu\'h have an arrangement with an individual physician to provide 
medical direction. , 

From 10 to 24 hours a week is most commonly agreed upon when the 
arrangcriicnt involves a medical school or medical society, while the Cbi\- 
traded Ume of 25 or more hours a week is reported mast frequently by fa- 
cilities with an |irrangcmcnt involving a hospital or hrapital medical staff. 
Similarly, the hdspital or hospital medical staff aiTangemcnt is reported mo?t 
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frequently by facilities whei^ no set time is contracted for medical direction 
activities* 



TaiM* 12. Th« cfiitritMilioii of tkUbd nurting hcmm by arranflMiMt for iMdic^ 
d^tkm ami th« fima coiitr«ct«4 for mtcficaJ cifrtclkHi fimctions {N saSS) 



Tinw contracted tor — Houf$ ptr w^k 

25 & NoS0t 
Total < 10 Hfs 10-24 Hrs > Mrs Tlm0 



Arrangament for Medical 

Dkection 

Individual Physician . . . , 
Muttipla Physiclansi 
partnarshlp 

hm6 

aavarai individuaf 



100,0 



% 

76.2 



% 
13.8 



% 

1.6 



8,4 



physicians 


100.0 


68.1 


14.1 ' 


3.6 


14.2 


Madical Soclaty 












Medical School , 


loao 


56.4 


43.6 


0.0 


0.0 


Medical Staff of 










tjoapftal . . 


100.0 


69.8 


13.8 


7.1 




MtMina ttMs: N =1: 331 
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Ecoaomic consideratioiis in the provision of ii«edicsil direction method of 
compensation. Skilled nursing facilities compensate ph)'siciaiis for provid- 
ing medical direction in a variety of ways. As indicated in Table 13, direct 
payment to the physician serving as medical director Is the most common 
form of compensation. , . 

Tabia 13. The diftrfbufion dl ikillad nuralng facilittot by lha mamar in which the 
madkml director ia companaaled for medical direction aciiviUaa {N 6623}* 



FaciliilBS 



^ Manner of compensaiiion 




Percent 


Missing 
cases 








Facility pays physician . 


5360 . 


84.0 


216 


p zz 


.839; SB = 


.0074 


Office space, staff, etc., 














for private practl|be 


89 


1.4 


216 


p - 


.019; SE = 


.0012 


Pay to ofgani^^ifion .... 




1.6 


216 


p = 


.010; SE = 


.0022 


Stock arrangement , . ' ' 


34 


0.5 


219 


p 


.005; SE = 


.0021 


No pay 


807 


12.6 


216 


p = 


.126; SE = 


.0068 


Ottiar 


180 


2.8 


• 216 


p - 


,025; SE =: 


.0035 
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Amoiuil of payi]Mat for medkai direcdon. Tlic total monthly cost t6 fa- 
cilities for medical direction ranges from "no cost ^ to over $500 per month. 
(Refer to Tabic .140 i'hc cost dS:s vary wiih bed size ; that is, the larger 
the facility, the greater the ccxst, **No payment'' for medical direction Is most 
common among facilitit*s with fewer than 50 skilled Ixds, while more than 
$5()P a montK Is most 'common among facilities with 200 or more skilled 
beds. 

The cost of medical direction varies also with the type of jirrangement for 
direction which a facility employs. Medical direction obtained through a 
hojipital or hospital medical staff usually Is provided at ho cost to the facility' 
(61.7 percent of facilities with this arrangement report no cost for this serv- 
ice, 23.2 f>crccnt rc[>ort a monthly cost of over $500). Most castly arc the 
Jigrcements with medical schools or medical societies (48,9 percent of faciii-* 
tics with these arrangements report a cost of over $500 a month). (Refer 
to Tabic 15.) 



T«bl« 14. Th« dUlribulton of tkUM nurting fscllUi«» by ihm iotai monthly cost for 

m«dic«i direction 

FacHitl98 



TotMl moothly cost fa dollBts Number Percent 

Total 4022 100,0 

' No Cost , . : 671 16.7 

j«50 or < ^ • • • ^^'^ 

$251-$60Q 1060 -26.3 

> $500 860 21.1 

MIttlnfi Cam*: N ^ 2^1 - 



Additionally, the degree of uicdiral stafT organization*in the facility sccins 
to have an inverse efl'ect on the cast of medical direction. That is, the more 
organi/c<i the phvslcians in the fac ility, the less castly the medical direction. 

Table [() reveals that medical direction casts are as.snciateci with the type 
of facility. No monetary cost for medical direction is mast frequent m *\^v- 
rrnmcnta!" faciliticj^followeci by '^not-for-profit, non-govcrnmentar' facili- 
ties, and- least commoti in ''for profit" facilities. A cost of up. to $500 a 
month Ls must typical in **for, profit" facilities, .w'liifc-^cost of over $500 is 
vjjnost common in *'governnicntar' facilities.* 



* The rxtrrmen in < osc for itiediral dircetion reported by K<^vcrnnicnta] facilities tnay 
bti dut to'the manner in which this (question wai rc.^ppndrd to. Some respondents stated 
that np cost was invi»ivpd In'cauik* soniccme other than the facility itself paid for thii ^ 
icrvicc, luch as the State or local govemiiicnt* 
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Tabto ISv TM iMrcMt ditlfibution of tkUtod mmbig tmsmm by arrang#iMiil for 
BSMBeai dk«cti<m md U»ua moiUMy co«t to faclMty far imdfcia dbr«cik)it (N = 3874> 

■ r i^— ^ ' — . — 

ArfMfHisment for ToW No cOMt $250 or < $2Str$500 > $500 
m§dic4U dir^ctic^ PBfc$^t P^rcMt P§iCMt P^fcwt P^cwt 



{ndividual Physician ....i. 100.0 
Multiple Physicians: 
panmirship 

group ^ X 
HMO 

several phys}<?ians' , . * 100.0 
Madlcaf SchodI ^ 

Madlcal Society , . . lOO.D 

Hospital Madical Staff 

Hospital — \: lOO.O 

MitAina cm««: n 2a«a 

^TaUa IS. Tha dIslrUHiUon of akiUad nurakni facUiMa by o^rsMp and tota) moniiUy 

emit mac^ dIracikHi {H zz 4022} 



Typa of Ownership 

Not for profit State and foctti- 

^ For profit , non-governmerii governrrpsmt , 

Tptai monthly cost , - - . ^ ^ 'i^^^ 

hdoiisws ^ Number Pe^erif Number , Percertt Nuffjber . Percent 



No Cost 196 .7.3 295 31.8 179 43.7 ' 

$250 or < 1136 42.4 252 27.1 54 13^ 

$251-$500 852 31.8 1 62 17.4 46 . 11.3 

> $500 ......... . 498 18.6 221 23.8 130 31.8 

Total 2683 100,0 930 100.0 409 1CX).0 



UlMing C«««0: N =r 2fl01 



* Finally, the coi^t of medical ciircctidn is affected by the extent to^which 
the medical director Ls involved in non-nicdical direction activities within tiic 
facility, such as attcndng patients providing emergency care. Whether 
or not tlic mcdicai director attends patients in the facility a]ypc_ars to Kavi^ 
•an affect on the cost of medical direction, although not on \ht number of 
hours contracted for this service. When the medical director atter^ patiejits, 
the cost to the facility for mcdicai direction is likely to be less tliapl when the 
mcdicai director docs not attend patients even given 'an equal amount of 
time spent on medical direction. When the mcdicai director peiftorms non- 
medical direction activities other than patient care and emergency care, the 
cost fca- medical direction is more (as arc the hours contracted for) than 
when the mcdicai director is not involved in these activities. 



14.9 



38^ 



26.8 



20.1 



M).0 
61.7 



24.6 
0.0 
'4.4 



28:4 
S1.1 
10.7 



30.9 
23.2 



ftoSh of the medkia director ib iduUed nursiag £K|Uti^'^ The medical 
director suncycd In this study is "typically'' a physician in solo j|'acticc who 
^had been associated with the facility prior to being recruited as mcdica^ di- 
rector, Mc/shc functions as an attending phy^cian to patients in the facility 
. (80.6 percent of medical directonj attended patients ) in addition to carry- 
' ing out the duties of medical dim:t^r; he/she spends 10 hours or fewer a 
week (76,2 percent so reported ) and /norfc likely less than five hours a week 
(61.0 percent) on nicdical direction activities. The medical director visits 
/the facility at leust once a w^ek or more often (72.0 f>ercent), at which 
time he/she both ^attend*^ patients ^nd performs medical director activities 
(56.2 percent), and may or may not be on call to the facility on an **as 
needed'' basis (40.6 percent). The number of patients he/she attends in the 
facility range from 1-50 (66.9 f>erccnt). He/she is not likely to provide 
medical direction for other facilities (72.0 percent). 'If he/she does, it is 
generally for no more than two other. facilities (81.7 perccht). 

The skilled nursing facility meetings most frequently attended by medical 
. directors, as a voting member, are: patient care (70.1 percent), pharma- 
ceutical ( 75.8 perornt ) , and infection control (77.6 percent). He/she is 
less likely to be a vking member of the utilization review committee (49.5 
percent), and medical records committee (39.3 percent). He/she keeps the 
skilled nursing. facility administrator and/or the governing body informed by 
monthly formal meetings (45.4 percent) an(J .weekly (or mcwc often) in- 
formal conversations (61.6 fxrcent). 

The medical director spends a quarter or less of his/her time in an aver- 
age njonth on the following medical direction functions s (a) developing/ 
implementing bylaws, rules and regulations covering the responsibility of 
each physician attending patients in the skilled nursing facility (56 J per- 
cent); (b) 'developing/ implementing policies regarding medical records 
maintenance, review and evaluation (66.3 |>ercent)*, (C) working with other 
patient care ^^ersonfiel to develop written policies to^overn continued skilled 
care (62.4 percent) ; (d) developing/revising written policies to insure qual- 
ity care (66.9 percent) ; (e) keeping administration informed about poli- 
cies and programs' of public health agencies (66.9 percent)'; and (f) devel- 
oping/implementing policies for employee health screening and surveillance 
(65.9 percent). 

He/she spends the least amount of time (0-30 minutes per week) on ac- 
tivities such as: (a) dlscussiorm with attending physicians regarding their 
patients (69.9 percent) ; (b) discussions with skilled nyrsing facility depart- 
ment heads other than the administrator and director of nursing (62.7 per- 

> ^ • The d'M'A reported in this section arc deciviKi from the questionnaires cotn- 

plctcd by tnfdical dttcctors. Given the respoi^^ rate for lhi$ quesiionhairc the chaxactcr- 
ftation ihould be view ed as luggrstivc ; 1 ,087 uiable rcturni were obtained from mcclical 
dirccton as a result of surveying 3,338 facilities. 
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cent) ; (c) reviewing incidents and accidents in the skilled nursing facility 
(62.5 percent) ; (d). participating in inscrvice training pr<^anis (61.1 per- 
cent) ; (e) being medical representative of the skilled nursing facility in tlw 
community (57.7 percent); and (f) discusjiom with the administrator 
(56,3 percent). 

More of the medical director's time ( 1-4 hours per week) is spent on ac- 
tivities such as: (a) making patient rounds to check on care (22.1 percent) ; 
<b) reviewing medical records (16.8 percent^; (c) committee meetings 
( 16.0 percent) ; and (d) discussions with the director txf nursing ( 14.9 per- 
cent). Reviewing medical records and making patient rounds arc the activi^. 
ties on which he/she spends the most time. 

The typical medical director is male (94.0 percent) ; between. 41 and 70^ 
years of age (72.5 percent) (more probably between 51 and 60 years of 
age, 27.4 percent), and has graduated from a medical school in the U.S. 
(76.2 percent) from which he obtained a professional degree after 1941 
(59.2 percent). He is not likely to be board certified (27.8 percent), but if 
he is, certification is typically Family Practice (19.2 percent) or Internal 
Medicine (16.2 percent). While not board certified, he may none-the-less 
restrict his practice (36.8 percent), particularly in Family Practice (16.2 
percent) or Internal Medicine (12.9 percent). . 

The typical medical director has functioned in the role of a skilled nursing 
facility medical director for 1-5 years (79.2' percent) and more probably 
one year or less (45.0 pwrcent) . In addition, he is very likely to be a mem- 
ber of a hospital staff (90.1 percent V and is in solo practice (55.2 percent). 
(Only 3.0 percent of the physiciafis responding indicated that they had 
retired from the prattice of medicine.) 

■ - ' ■' » 
, Nursiiig director involvement in medical direction. The data presented in 
Table 1 7 indicate that the directors of nuijing in skilled facilities arc highly 
involved in the implementation of the concept of medical direction. More 
than one half of the directors of nursing report high involvement in five of 
the medical direction functions. 

Administrator's perceptioii of . barriers in implementing the concept of 
nwdical direction. In ranking designated issues as to their importance as 
barriers in implementing the concept of medical direction, the largest num- 
ber of the administrators (44.7 percent) ranked as very important the will- 
ingness of physicians to serve as medical dlrectonj. The next largest number 
of administrators (39.9 percent) ranked the avaiiabihty of physicians to 
serve in this capacity as a very important barrier. Interestingly, only 26.3 
percent of tlie administrators ranked cost as a very important barrier. (Refer 
to Table 18.) ^ 
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62,4 ^34.0 



Highly UMmafly Not 

TmU in¥oi¥0d ImotvBd lnv0j¥0d bwt^y^d kitimlng 
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KMpjrvg administration inform#d about policies ^d^^^^^it 4rf pubUc . 

haaUh i^jenclM ttiat may afHilt patlant care progwns 100.0 

Oavefoping/impkHnentIng bylaws, miM and regulatUmt coving the 
«»pon»a>llity Qf each physidan attendlf^ a patient In SNF, conw 
ing frequ^cy of visits, examlnationa, medical care ptan for each 

patient prmcriblng of medication^, evaluatkMi of progress 100.0 

Oevelq>i^/implementing policies regarding medical reoird m^te* 

fiance, review and evaluation |.,} 100.0 

^ Developing/implementing policies for employe t^^Hh screenifK; msi 

supervision , j 100.0 

Working with other s^tient care personnel to devebp written |K)llcles 
to govern continued skiiied nursing care and related medical imi 

^ ' other services, inc., admisak}n and discha^ie poHcy * lOOi) 

Developing/ revising written poHclee to insure quality care lOOi) 

Reviewing Incidents and accidents occurring on the prMiisM of SNF, 
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fc^ic«{ Dlfctof/ 100.0 

Oth«r Phynicimt 

Understanding of M«dicaJ 100.O 

Diractor ^sUt 



2&a 

p = J287; S£=.00S9 

■ . 39.S 
P = :438; SE = .00»7 

44.7 

.494; .5F = .0088 
21.8 

p = SE = XXIIS 
20.5 

p = .247; SE = JWSS 
23.4 

p = .218; SE = .0078 
28.3 

P = .347; SE = .0096 
~ f_ 



30.5 

p = .347; S£ 
23J2 

p = .253; SE 
1W 

p= .188; SE 
17.9 

p = SE 
19U} 

p = J?38; SE 
20.9 

P = .2S2: SE 
23.8 

p = .256; S£ 



s=.OO60 
= .0089 

= jQon 

= .0088 
= .0068 
= JX)75 
= ^0085 



43.1 

p;^.386;^ 

37.0 
p = .310; SE, 

38.8 
p = ^18; SE : 

603 
p = .514; SE : 

60.8 

p = .515; SE : 

65,8 
p == .487; SE = 

; 47.9 
p = i94; SE : 



= J009B 

:.0O98 
:^1 
: 4)088 
.0074 



Numbar 



68C 
360 

372 
377 
381 
427 
425 



38 



ERIC 



Responses to this question showed some vari^it^ion geographically; particu* , 
larly in relation to tJic two Lvsues involving ph>^eian willingness and avail- ^ . 
ability. All the iifiiiu^ (except cast) were judged more frequently to be very 
important by aiin^inistrators iii rural areas. . ^ ^\ ' 

A^yaAtages q! medical directioii idei^l^ed'^by administnitors; The ihfor-. 
mation reported in this section derive from the response of skilled nursing 
facility admi^iiitratorsi to the following open ended question! *^Vhat in your^ 
opinion arc the advantages aii^ disadvantages of medical direction as 'Re- 
fined in the Medicare/ Medicaid ^conditioas of participation?" - ^ 

In identifying advantages of medical dirccdon the administrators mcfit^ 
often referred to the medical director's f>otentiaI influence ort physicians to 
carry out certain duties (e.g.* regular visiting of patients, writing ord<ii^, 
consulting with nurses, etc.) and overall better relationships with atteiidipg 
physicians. Another l^irgc scgjncnt of advantages identified referred to the 
improvement of p^ificnt care. The next-m^t frequ^t advantage st^^ted was 
ha\?ing a single n|cdical ^urcc to whom to >efcr problems and having somc-v 
■« one available Vvith whom ^to discuss problems, V . , 

One in)por:t;int. function' of tlic medical dilator Is generally to advise \hc 
adniinistrator andl the director o( nursing, ^md specifically to assist in d'evcl- . 
oping policies and prcKcdurcs and stiuidardizing, treatment. T^e fiacili^ies in 
the telephone interview also .spoke of making; the faci^'ty more appealing to 
nurses by; having medical direction. Some called it ''professionalism/' SeV^ 
eral remarked about the improvement irt the quality of nursing as a result 
of medical direction. Others referred to the medical dircclpr as a ^^back'-up*' 
for niirscs and phar<;pacists. . j > 

The -telephone interview elicited .more statements regarding the availabil- 
ity of the medical director se? patients (primarily to meet Federal require- 
nients) when the private -attending ph^^ician did not appear. A few tele- 
phone respondents felt that having \i medical director was a disadvantage 
because striding physiqiara did not visit as often as before * because the 
medical director w^^uld do what was necessary. ^ 

Only a small j>ercent (2 fX'rC:ent) of administrators mentioned aN'^ailability 
fcir cino.rgcncy rare as an advantage. Other occasional hems listed were em- 
ployee health supervision,' patie^nt consultations, inservice education, and in- 
fection control. • , ; IS 

Disadvantages :4>f qiedicat, direction ideptified by administrators. Despite 
the fact tha^ cW^r 98 percent of the administratoi^s responding to our ques- 
tionnaire ^stated that thW have a medical director, *thc nonavailfcbiiity of 
physicians intercftcd in tne position was given by .9 f^rc^cnt of thbsc ,who 



lisiiil illsadvantagcs of medical directbri. this perhaps inc^icatei that ninny 
medical directoi>r arc not interested in the p{wition and have 
1 .*'^5*^P^^^ ;^V'^""P''y help an iastitution maintain i Vdcral siipjK)rt. 

'■' complaint ai adnunistrators relates 'to the cost of the service, 

1 Hnclud«(|| li^ck of adcqnutc rciniburst-ment and delays in receiving payment 
j irowi Stat;t a^wc^cs. ThLs comment made up onc-lhird of all complaints. 
■ .■lilw n«xj^g^^^^^ (l:? ix'rccnt) related t« the "(xriossal," "un- 

^ ^^aliWj'c,'' ;"*jvci>v|^cli^^^ amount of [)aj)crwork inv(jlvcd. Al>«ut 6 percent 
, wc^e^vcry-spcdftci^ that Federal guidelines were too general and 

. • ' §>' Ph>"*j<^ii>"'< i"vd administrators. Numerous com- 
• -. iiittiis'i.yatv;- ma'jk--a|')Sut'\th;c limited time the medieal directors wextSavail-' 
f ublc^, SVvcr^i^-;^^ job could not Iw. completely accornpiislied un- 

■;,^fcs*^,yic nKdicaldirector^virr^ en full-time.- 



V A typology of ttiHI^sJ diree^Oti arrangements, X^ls section contains ih- 
1 forfiiatioii i^^ut /)icc^<^l;'rf^^^^^ incicpth invcj$tigation of 

V^^^i sl^iD^^d'^ttfi^t^^^ W'^^* sii^^s^^ \ arious* arrangements for 



^ ito pcitt^ty.lhei^iriota w:vyVi£V which rhcdicilv direction is hoiiig pro- 
: : A^Idcitjj thr t^'fiuIbg,\v^uggtSt^^^ prtn^fr iin cfFincnt ruearus of 

churactrri/ini? thi-'^ divorsUvi tha\\Ke >tudy grgiip- 'icit^i^tifiecl ;rht\^our basic 




f\QKkt^ 2. Typology Of m^d«|* f(M\ m«(^lci^ 
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P^its 2, 3, 4 anU 5 bi-low contain m overview of the four ba^ic types. The ^ m 
final report presents ;i more complete description and analysis of four facili- 
ties, one representing each type of arrangement for medical direction. In 
addition a detailed c;ise, dc^scription has been prepared for each facility ^ 
visited. ' - . 

Within each tyjx^ there exists a sitjnificaut ;jimount of variation in: (a) the ^I^ 
characteristics of the facilities, (b) the terms of the medical direction ar- . 
ran^nnent, and (c) the medical director's scope of practice. The overviews - . 
presented below of each type of arrangement are introduced by a figure list- 
ing the facilities Muciied which had aliopted^he given type/Displayed within 
each figure Is information aixnit facility characteristics, physician character- • 
Istics, and^ncdical director variables. I hesc characteristics are primarily pre- 
sented is an indicatitni that Uiiere is an empirical referent for the statements 
concexning each type of medical direction arrangement. The fi^uroi also - 
serve as pn index to the case stmiics for those rcadei*s who desire to review 
in dcpti/ any particular case report. ' 

The fact that the facilities studied vary along certain critical dimcmions 
related to medical direction was insured by the selection procedure described 
in Pait HI of this re|>oit. The divcrshy in temis ^f the iu-rangemcnt (e.g., 
time spent in the facility, compeasafion, and number of patients who arc 

X fared for by tlic medical ciirector) reveals the variation which csisis within 
ihe typologi(;:;>, .Xlip case studies alsO reveal fa wide vacation in the medieal 
director's scope of practice. " --/. ^v r. , 

^ Each of the; four medical direction types is discussed below in terms of tlic 
"facility's rationale for adopting the arrangement" and the "charac^erlstioi*' 
or Ix'haviors which occurred under each type. 

General eumm«^nt5 about the faeiiity^s rationale fc^r choosing a paitieular 
♦ t>'pe« 1 he arrangement for the provision of medical direction in skilled nurs- 
ing facihtirs Is not necessarily solely dependent on the 'availability of a physi- 
cian who is wilHtig to scr\'e in that 'capacity. Although physician availability 
appciirs to he a ccnitributing fiictor, there are others which collectively come 

t(5 bear in the faial (ietenninationj:)f the, manfl^r iu . wiuch .nicdkai Section 

Is'uTtlfnately organizeti. 

llie investigators view the choiie of tlie working arrangements as the 
proiluct of an intelligent choice by the facility's administration based on the 
following kinds of factors: (a) the needs of the facility; (b) the resources 
witiiin. the facility; (c) the resources within the comnmnity; and (d) an^ r 
^ appraisal of the options available. The first two of Xhcsc. factors may be 
vievvcii as subjective; they involve an appraisal by the facility's adminlstra- 
. • tion (if the niedical needs of l)(^th the residents and the facility, and the iden- 
tity Of in-housc resources apj^lic abie and relevant to such needs. The remain- 
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.ing two factors ciicoinfms objective discovery of the pc:>tentiiil providers of 
incdicai. direction and an'cvaluntion of the benefits oi obstacles to their ap- 
plication to the immediate facility environment. 

GcncK^ comraeots about the resulting characteristics of the type of ar- 
r^iim^Qt. The actual {vrfortnance of medical direction functioas was ex- 
plorcCthrough the interview process in order to dischxse the variation, if 
any, between thc-fonnal arrangement for providing medical direction and 
the actual behavior of those- involved in proviciing mt'dical direction. 

ih addition, the researchcn; identified the iK-nefiLs and problems which 
were asswiated with each arrangement. 1'hesc findings arc sununaxizcd 

•below within the commentary relative to each tyjxJogy in that section en-. 

,-titlcd "Resulting Characteristics of the Arrangement."' 

Overview of type A: one medical director, one facility. 



Figur* 3. Typ« A arraiHl«m«nt 
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In Figure 3a, we portray the diversity of organizational and physician 
characteristics associatrd with Type A. ' ' 

Facility's ration^e tor adopting type A arrangement. 

(1) A physician, usually an attending physician to patients in the facility 
, but j>crhaps an investor or acivisory ph\'sic.i;uujjur&uanS-.to 4 J>tate'''fc- 

- - quirement, having ah estalilishcci a.ssociatiotrwith the (acility/ assumes 
the position of medical ciirector. < 

(2) The skiiled nursing |ucilicy oifer^ s|XTialized care, such as rehabilita- 
tion or chronic disease care, and seeks a {)hysiciati having relevant 
training, experioiu e. and interest in long-term cue. The ciearth of such 

. physicians tends to limit the nunibcr of available physicians for spe- 
cialty care facilities, 
(3J Tfjc skilled nui-sing facility espouses a particular philosophy in'pi-.ovid-, 
mig- care and seeks a physician to pronlote this philasophy (i.e„ social - 
model— niedicid ciircitor sclatcs toiamiliea of patients primarily), f 
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(4) The arrangancnt is eawl^ effectuated, having only two parties: ususUIy, 
the adminisitratof representing the facility, and the physician to neg6- 
^atc for and develop the position of medical director. 

ReHiIdiig chfusctexiitki ol the type A anaagemcBL 

(1) A medical director relating to a single facility may concentrate his/her 
time and efforts on mcetiiig the medical needs and goals of thcladlity. 

(2) A single medical director relating to a single facility provides continu- 
ity in effectuating medical dire<?lion. 

(3) A sdngle physiciaiTfunctioning as medical director for a single facility 
develops personal and clotic ^rking- relationships with key facility per- 
sonnel in effef^uating medical direction. This is 'particularly true of the 
rclatiomhip between the medical dhrector and director of nuraing. 

(*) A single medical director relating to a single facility may encounter 
difficulty in the evaluation of his/her performance. " ■ ' 

(1) In a very rural community with limited ph^-sician resources, a medical 
director attends 95 percent of the patients inlKc fadlity, and there i* 
only one other phy^ucian providing care. The facility is dominated by: 
an administrator who has long experience in acute care administration 
. and uses a highly structured approach to the delivery care, including 
,v the^-provision of care by the house physician-medical director whp 
makes rpu^ds regularly and has substantial committee involvement. 

The contract and job description merge the roles pf medical dhector- 
housc physician functions into one document. Since the physician spends 
three full days per week in the facility attending patients, he combines his 
two roles of attending physician and medical director, 'and is a readily ac- 
ccssibic coasultant to the administrator. ^ 

^ The director of nursing performs liaLson to ensure that the house physi- 
cian-medical director, ahd other a^^nding physicians, maintain their rec- 
ords in accordance with Federal at(d state regulations. 

> Tlic medical director's role of attending to riiost of the patients raises the 
issue of whether he has the ability to coordinate the care he provides. Where 
the medical director has a background in academic medicine, a review of 
patient care based on medicai record aljstracts provides a system for moni- 
toring the quality of care by a committee of department heads and the me^i- ' 
cal director. 




Overview of type B: one mcdkal director, several tacilitks, 



nt^m 4. type B ArraiigMHNit 
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In Figure 4a, we portray the diversity of organizational and physician 
charactcriiitij:^ associated with Type 

Rjllfoiiak for cbiosii^ type 

(1) Several skilled nursing facilities may be related by virtue of a common 
or corporate structure and choose a physician to function as medical 
director in all facilities. # 

(2) Lack of time or interest among physicians attending patients in a facil- 
ity may require the facility to retain a physician who also functions as 
medical director elsewhere, 

(3) A physician interested in functioning^is^medical director is available to 
a number of skilled nursing f aciljti^, 

(4) The arrangement is easily efTcctuated. • 

Resulting characteristics of ti^ type B arraDgement 

( 1 ) A physician serving several skilJfid-mtrsHig facilities must divide his time 
and efforts. ^ 

(2) A physician must adapt his practices as medical director to the needs 
and administrative modes of each facility. 

(3) As a medical director adapts his practices to various facility environ- 
ments and administrative modes, he/she may develop a process for 
identifying and solving facility-related medical direction problems. 

(4) A physician having multiple-facility exposure as medical director may 
discover beneficial practices in one facility, and promote, implement, or 
execute these in others, ' • 

(5) Where a medical director serves several independent fz^cilities, but pro- 
vides no patient care, he/she rnay relate primarily to the admmistrativc 
lev^ of the facility, and not to'the director of nursing or the physicians 
who attend patients, 

(6) A ph)'sician functioning as medical director to related faciliti^ may be 
able to effectuate common or standardized methods relative to record- 
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. keeping, evaluations, policies, and cost containments tlirough the orga* 
nizational structure- 
(7^ 'A physician functioning as fncdical director to related Tacilitics may be 
required to relate to the connnon or corjK>ratc organization in addition 
to the individual facilities witliin tlie structure.^ 

Sample facility. 

(1 ) Facility OTs medical director spends one day f)cr mpnth in the skilled' 

nursing facility jiecause he lives 80 miles away. He Is medical director 
'I X for four facilities and has a part-time practice. This type of aiTangc- 

ment results in probleias for both tlie medical director and the facility. 

The medical director's availability is limited to the skilled nuraing fa- 
• " cility, and medically related problems must be dealt With on tlie day he 

Is in the facility. 

The medical director stated that he has to adjust his style to the modus 
operandi of the facility iu which lie is working, but tliis has not presented 
any obstacles to him. He is new tii^he community and is not familiar with 
the attending!^ ph)'sicians, and Is therefore .unable to supplement his formal 
role with informal rclationslaips. 

All of Uie key personnel in Facility 01 (administrator, director of nursing, 
and me4icai director) arc rehitively tiew to the town; With the administra- 
tor's help, they work together closely as a team with a goal of improving 
the quality of life for the patients in Facility 01 by bal^icing tiie medical 
and social aspects of tlie environment. 

Overview of type C: several medical directors, one facility. 



Flgur* 5. Type C arrangemfini 
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Figure 5a presents the organizaticyial arid physician characteristics asso 
^ ctatcd with Type C. ,. ^ • . 

Rationale for choosing type C arrangement. \ 

( 1 ) There is no individual physician willing to assume the responsiailitics 
of medical director. 
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(2) ThcfC is an organized medical staff within the facility whJth will dc^* 
nate a group or committee to perform medical direction functions* 

(3) The attending medical staff is reluctant to submit to the authority of \ 
one phyidcian a^ an overseer or coordinator of physicians' services* 

(4) The facility espouses a philasophy intending to maximize the relation- 
sliip between individual physicians and their patients. 



Resulting characteristics of type C arrangemefit 

( 1 y Tlie me of several physicians tD perform as medical director permits 
diversification in conceptualizing and developing Hit. role of the medi- 
cal director, identification of facility's medically related problems, and 
potential remedial recommendations or conduct, although one physi- 
cian tends to perform most medical direction functions. 

(2) Several medical directors may be able to collectively evaluate the pcr- 
fonnancc of each physician ^executing medical director functions. 

(3) The use of .several physicians as medical' directors increases accessibility 
by facility personnel to a physician for medical information and opin- 

' ions. 

(4) The use of several physicians as medical directors relieves one individ- 
ual of the task jof fiionitoring services rendered by attending physicians 
and other c;ire providers. ^ % 

(5) Where medical direction is performed by several physicians, there is a 
need to develop methods for coordination of their efforts. 

(6) Where medical direction Ls performed by several physicians, some med- 
ical director functions may not be performed unless there is an ex- 
pressed separation and aaeement on the duties of each ph>^ician. 

( 7 ) *VVhcrc several physiciaijirotate annually or on a regularly scheduled 

basis as medical director: 

(a) Medical direction can be expected to vary with the performance 
of each physician. ^ 

(b) Each of the several physicians may view the role of medical direc- 
tor differently, and may generate inconsistency in medical direc- 
tion within the facility. 

(c) Key facility pen^onncl must adjust to each medical director's mcth- 
■ ods of operation. 



Sai^Ie facility. 

( I ) A small skilled nursiiTg facility located in a rural community having 
only four physicians may experience difficulty in recruiting a physician 
to assume the pasition of medical director on a permanent basis. Where 
all four ph)^icians provide services to patients in the facility, they may 
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each agree to serve m medical director for a one-year term oA a rotat- 
J% basis. Limited facility funds for medical direction restricts both the 
number and extent to which medical direction functions arc performed. 
Where the facility administrator has limited managerial or health care 
^ institutional experience, the medical director may relate primarily to 
the director of tiundng, and in addition, may perform spmc adininiistra- 
tive functiom such us goaksetting, choice of methods for implementa- 
tion of programs, styling of medical records, and the need for in-scrvicc 
programs. - ' 

A medical directorsiiip rotating among all attending physicians is bencfi- 
- cial in increasing the understanding of attendings of the operational diffi- 
culties presented to the facility; Rotating die medical directorship aiiiong 
several physicians fXTmits each to suggest practical and diverse solutions to 
difficulties cncountercci by the facility, A monthly hospital medical staff 
meeting where mattcns ]x-r{aining to the skilled nursing facility are regularly 
discussed, by the facility iiicdicii] diFector, and all phyiciaas attending facU- 
ity paticny^may l)c an cfTectivx- communication or liaison tool, but may also 
inhibit the development of rules or regulations delineating the conduct of 
facility attending physicians. ' * 

A medical director who Is pt-rsonaily or professioniilly asstKiated with all 
attending physicians may be reluctant or refuse to monitor the quality of 
care providedJ)y such attending ph>^iicians. A rotating medical directorsjiip 
may present some problems to the facility in terms of adjustment to the 
method of conununications, program development, and interrelationship 
among key facility fx-r.sonnd as each new physician itssumcs the ttiedical 
directorship. 



Overview of t>pe D: several^'edical direetors, several facUilies. 



Figur* 6. Typ« D 8fr«ngem«nf 
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Figure (ia ilisjilays the (uirani/atioiia! ami physician characteristics a,« 
cialed vvith Type 1) 
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Ra f l oa alf for cfaooang type D airaagemrat 

( 1 ) Several skilled nursing faciHtics arc related by virtue of a common orga- 
nization, and the organization retains several physicians to serve as 
medical director to its member facilities, (Case studies 13 and 14 which 
arc in same chain. ) 

(2) Several physicians organize for the purpose of developing medical di- 
rection and seek to contract with a number of skilled nuwing facilities 
to provide medical direction. 

(3) Several physicians, none of whom is willing to soldy assume the respon- 
sibilities of medical director, agree to share those responsibilities and 
also agree to so function in another facility. 

A . , ■ 

' Re^mldng charjMrteristks of type D anrangeiiieiiL 

(1 ) Several physicians providing medical direction in several facilities pre- 
sent diverse attitudes, skills, and experiences in defining the rdc of a 
medical director in a variety of facihty settings. 

(2) Several physicians providing nicdical direction in several facilities may 
establish a peer group which may^ effectively evaluate the performance 
of their members. " " ■ • • • - -r-^- ■ 

(3) Several ph>'sicians providing medical direction in several facilities pos- 
sess a composite experience which may generate improved or standard- 
ized policies and records and methods for performing existing and 
additional medical direction functions beneficial to individual or all 
facilities with which the several physicians relate. 

(4) Several physiciaas providing medical direction to several facilities may 
form a physician pool that- vjtjuld b^ available t6 other facilities unable 
to retain effective mcdicaMii^^on. 

(5) Several physiciixfts serving as medical director to several facilities may 
each perform some spcdalized (and perhaps superior) medical direc- 
tion functions to the several facilities. , ' 

.(6) Several physicians serving as medical directors to several facilities may 
promote new beneficial relations, that arc independent of medical di- 
rection among the facilities served. 
(7) Several physicians serving as medical directors to several facilities may 
be required to ex{)cnd additional effort and time to coordinate their 
group endeavor. 

Saippic facility. 

(1 ) Ten skilled nursing facilities operated by a parent corporation may sys- 
teruatically provide for medical direction by contracdng with physicians 
organized in a large multi-specialty group practice that assigns a num- 



hcT of physiaanii to actually pcrfomi fjicdical direction Ni^ 
facilities, llxis fuadaiiicntal affiiigcmcnt prayi^ u soifircl^ for m^cal \ 
directors that is oiscntiaily mcxhaijstibr<; -^i^ lends ari ^addj^ional aa- 
vantage of quality contrd aad-nicdicai dircption .dcv^opmehr in^ both 
the facility and the group practi(;c. This aifivantagc is further promoted 
by the device and appointment of a QoordinUting ^Medical DircctOj^ 
who is to develop a medical director grolm organized intoj* «)eitc!m Of: 
regular communication between the several medical jc^^rctp^ ior tht 
pur{K>iics of defining the respective roles o%t](ie iiriedical directors^ ftmc- 
tioning as a monitoring device of their performance, as a coljcctiv6. 
problem solving agency specializing in medjcal maltters encoimt<*€d in 
the individual facilities, and as resource for the standardization of jncdi* 
cal and administrative policy. / 
One potential disadvantage is that the medical direction coordiniation 
effort requires additional investments of time both of the individual pljiy^- 
cians serving as medical directors and the Coordinating Medical jDircctor*^ 
in planning useful group meetings. Another disadvantage is that, tp the cx^ 
tent that a fui^tional group of medical directors accomplish standardization 
of policy, there is relative diminuation of administrator prerogatives within 
each facility that may generate conflicts between individual administrators 
and medical directors. i * 

This systematic approach to mcdic^il direction requires time to fully de- 
velop and in the instant case, the site visit occurred only six months after the 
initial efforts and much remains to be accomplished. It Is already apparent, 
however, that the total cost to all ten facilities of such a system is less than 
each facility wouid indcjxrndently cxf>end in order to gain the same advan- 
tages from individually functioning medical directors, based on corporate 
estimates of the time required of individual medical directors to establish 
pc:ilicics and methodologies for separate facilities. The cost saving is essen- 
tially realized from the inter-facility sharing of proven medical direction 
technique and policies. 

Presently ignored within this systtm Is the attending physician. Although 
documchtcd medical ^stafTs appciu' in individual facilities, the attending 
physician has not yet fully become involved, and tlie sample £iise study 
reveals that the ultimate effect of the s>stcm remaim to be proven. 

The experience of nicdicid direction in Facility ^4 demonstrates also the 
use of an existing committee to efTcctuite medical Hlrector review of physi- 
cian performance. The medical director of Facility 14 docs not deal directly 
with attending physicians but rather eiTectuates his review function as a 
member of the Utilization Review Committee, 

Of additional importance is^ the approach utilized by the parent corpora- 
tion to coordinate many administrativfc, nursing, and medical director func- 
tions through the retention of corporate specialists who are regularly avail- 
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Summary commdntary 
and racommendations 



Summary commanfai 

Our most gCBcrai ronclusion is that administrators of sidUcd nursing facili- 
tics have responded to th(i^ requirement for medical direction by attempting 
to implement and incor|:)oratc into the facility the position of medical direc- 
tor. The vast majority of these specialized nur^ng homes have provided for 
some form of medical direction. While it is far too soon to determine tlic 
effects of medical direction upon patient care, it appears that the potential 
exists for the concept of medical direction to be an effective f(^ce in improv- 
ing^ patient pare. Tliere are, however, a number of barriers to the imple- 
mentation of this concept and the success of the medical direction program 
will depend upon the ability of facilities to overcome them. 

A num|>er of issues appear to be important barriers to fully implement- 
ing the concept of medical direction. Among the issues identified in this 
rescarcli arc: (I ) the reluctance of qualified physicians to assume the role; 
(2) confusion concerning the actual role of the medical director; (3) ad- 
ministrative problem*^ such as excessive paper work and inadequate reim- 
bursement ; (4) ^imitations in the amount of time physicians have to devote ' 
to the tasks assigned to the medical director (by far the most common num- 
ber of hours contracted for is fewer than 10 hours per wfeck) and (5) among 
the liaison, education, and nionitoring functions associated with the m? dical 
director role, phy*ycians serving as medical directors approach monitoring 
activities with most reluctance. 

On the other hand, a number 'of advantages related to the concept of 
medical direction, Wqre identified by those administrators who participated 
in the survey. These advantages are worthy of note since they were reported 
directly by perst^ns having had practic^rl experience in attempting to apply 
the concept * ' 

The major advantages of medical direction as identified by skilled nurs- 
ing facility administrators include: (1) the jx>tential ability of the medical 
director to coninmnicate with and influence physicians to provide better 
patient care and to interact niore effectively Svith the administrative, nurs- . 
ing, and other facility personnel; (2) the availability of a single medical 
consultant witli whom administrators, nurses, and other staff can discuss 
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specific problcnis; (3) the improvement in the medical climate 'tfflt! image 
of the facility both within the community anei internally (for example, some 
administrators stated that having a medical /director incre;ised tiic profes- 
sionalism of the setting and made working >n a skilled nun^ing facility more 
appealing to nunics and other healtii profe4iDnals ) , and (4) the medical 
director apparendy provides an important backup in emergencies and in 
cases where the attending physician fails to respond to the needf. of patients. 

Despite the many seminars conducted by such organizations as the Ameri- 
can College of Nursing Hcttnc Administrators and the American Medical 
Association, and the numerous speeches and papers on tlie topic, there re- 
mains much !nis\inden?tanding of the clinical and administrative aspects of 
tlxe medical director's role. Thus, the traditional gap between "theory and 
practice" remains in . developing and implementing working arrangements 
for the provision of medical direction. 

According to the survey data, skilled nursing facilities demonstrate limited 
variation in developing arrangemetits for medical direction; an agreement 
with a physician in solo practice who has had some prc-medical direction 
relatioaship to the facility is the mos^ frequent arrangement. However, the 
model-study phase pf the project prpvt^H^ particularly useful in providing in- 
depth information descriptive of significant characteristics surrounding the 
various arrangements for providing medical diV^ction. The importance of 
such individual facility characteristics becomes apparent wheii viewed in 
terms of three basic questions; ( I ) what reasons support the choice of a 
particular arrangement; (2) how^ are existing jjcrsonncl and resource uti- 
lized to effectuate medical direction/ and (3) what effect does the medical 
du-ection arrangement exert on ii\c performance of pitysicians attending 
rcsidc(Tp?rntSL^U as on adrtnnistrative and su{X!rvisory facility personnel. 

Casesiudies uidicate that the process for chocxsing a method for providing 
medical direction is the result of a conscious effort, not only to achieve an 
acceptable level of compliance with the regulation, but alsoTo satisfy ad- 
ministrative and patient heeds. 

Alici^lqfore underestimated factor in medical du'ectibn may Ik; the extent 
to which directors of nursing, and in some cases admini^itratoi^, are involved 
in medical direction functions. Some 50 percent of. the directors of nursing 
surveyed reported high involvement in six medical direction functions. The 
case studies univcrsaUy reveal that medical dirc( tion funltions mandated by 
the ''Condition of Participation" are performed l)y a viuiety of facility per- 
sonnel and connnittecs. Rarely, if ever, are such functions performed exclu- 
sively by the individual physician functioning as medical director. The im- 
plcuK-ntation of medical direction is therefore a highly complex and dynamic 
pro<'t^s involving itniitip^e personalities at the facility level, and sometimes 
involving othei^ situated Ih-vcukI the confines of tht? individual facility, 
A third observation based on case studies denuHistratcs disparity between 
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.the formal medical direction arrartgcmcnt (as evidenced by the medical di- 
rector's contract and jc^ de^^iption), and the infomial model, or daily con- 
duct of medical direction functions. Apparent ^nd documented functions of 
the formal model adopted by the facility may be ignored or expanded in 
actual practice. In some facilities such disparity results in unreiK)Ived con- 
flicts between persons necessarily involved in medical direction functions, 
and in other facilities, unexpected strengths and benefits arc found. 

The cost for medical direction ranges from "no cost" to over $500 a 
month. (Approximately 10 percent of the facilities report "no cost," ap- 
proximately 33 percent report a tost of $500 a month or less, and a little 
over 10 percent report a cast of more than $500 a month,) The cost tends 
to vary with the size of tlic facility, with small facilities paying less for medi- 
cal direction than large fi^iitics, and also with the type of arrangement for 
medical direction. The n>ost costly arrangements are with medical schools 
and medical societies. ^ ^ 

Among the three ownership types of facilities, "for-profit'* facilities dcm- 
oastrate the most homogenous structural characteristics of medical direction? 
Typical for these facilities is the individual physician serving as medical di- 
rector, v4\o spends fewer than 10. hours a week on medical djrcction, and 
gets paid $500 or less, a month for this service. 

"Government'* faciUtici demonstrate the mast variation in the provision 
of medical direction, using various arrangements that often involve a hospi- 
tiil or haspital medical staff or a multiple physician arrangement. Cost for 
medical direction is also variable in these facilities, ranging from "no cost'^ 
to over $500 a month. These facilities contract for more hours of medical 
direction than cither of the other two types of facilities. 

''Not-for-profit, nongovcrnmjjtitai" facilities are also diverse in the man- 
ner of providing medical directibn and resemble governn^cntai facilities in 
tlic variation of arrangements utilized. For these facilities, some type of 
multiple-physician arrangement is mast typical. In^the hours contracted for 
medical direction, and cost for this service,/ these facilities /all between the 
"for-profit" and *'governmcntar' fai'ilitics, commonly having no set time con- 
tracted ii)t medical direction, aKd often do not pay a physiciaTi for this serv- 
ice. AW), these facilities arc the most highly represented among those seek- 
ing a waiver of the medical direct^n requirement. 

Rtcommondations 1 

ReconnneiidatiOQ It is recommended that the Federal government con- 
tinuc to strive to promote quality medical direction in nursing home 
field and to give^ high priority and support to ensure that such activity con- 
tinues to haVc a -positive impact on administrative and patient care func- 
' tions in all such. health facilities. ^ 
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Conunenf: Three pi incijvil potitivc effects of medical direction \avc been 
identified as a result of the rcscaixh 4cscribcd in thLs report, llic first is that 
medical direction tends to increase accessibility to a physician's medical 
knowledge at the facility level. 'IliLs effect appears to contribute substan- 
tially to an overall increase in the level of medical consciousness of several 
facility actors attempting to fulfill the basic mission of a skilled nursing fa- 
^cility. ^ 

A second positive effect of medical direction is that it may constitute an 
effective facility instrument in gaining credibility and administrative lever- 
age with attending physicians, who in many iastancc^i appear in skilled nurs- 
ing facilities as reluctant providers or documentors of medical care. 

A third positive effect Is that medical direction may p/&vide additional 
strength to the management structure of the siulied nursing facility^ As such^ 
a medical director can assist the facility administrator and the director of 
• nursing to better define and perform their roles within the facility. In addi- 
tion, a medical director may prove a valuable resource as a contributor to 
the facility problem-solving mechanism, especially in thasc areas involving 
epidemiologic matters, and where facility policy must conform to acceptable 
medical standards. A medical director's involvement may also reinforce the 
inscrvicc and other (e.g., outside resources) training functions of facilities 
by planning and presenting quality programs for facility personnel, and 
where such programs may Ix: exchanged between skilled nursing facilities, 
may strengthen interfacility relations. 

To note tliesc positive effects of medical direction raises the issue of how 
they, and others, can be promoted by the Federal government. It is sug- 
gested that, although a compliance oriented approach has proved somewhat 
effective in generating siich positive effects, these effects may be further en- 
hanced and ^llj^ndcd through the use of certain other incentives. One such 
incentive may be a monetary award (such as higher reimbui-sements) to 
fiiciliries which demonstrate additional pasitivc effects as the result' of hay- 
ing a medical director. A second incentive may be allowing more flexibility 
to the facility in the establishment of a medical direction plan, including 
purposes and goals at the facility level (as op))oscd to stricUy meeting prc- 
stated Federal objectives) which would be approved by an appropriate en- 
forcement agency. 

By encouraging the skilled imrsing facility to shape the medical dircctor*s 
role to meet its own needs, the <;killed nursing facility personnel become ac- 
tive participants in the development of a medical directorship which Ls ap- 
propriate, albeit unique, and perhaps more ecotiomical. Such a suggestion 
also involves the development of a new role for surveyors and enforcing 
agencies, many of whom have functioned in a consultative fashion in the 
past, and leads logically to our second recommendation. 
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RecommeiMiatiott 2- It U rcccunmcndcd that surveyor training programs be 
developed to enable surveyors to consult with the facility on the develop^ 
ment and implementation of the medical directorship, and to evaluate its 
effectiveness in terms of the fac^ty*s needs and capabilities* 



Comment: The present study reveals, through its rpodel identification phase, 
that considerable differences may exist bctw<^ the documented arrange- 
ment for providing medical direction and its functional (behavioral) mode. 
These differences may not be easily discernable. It may be assumed that 
greater weight will be attributed by surveyors to the docurtiented model In 
attempting to detexmi^e compliance with t6c requirement. As stated in the 
comment to the first recommendation, some flexibility on the part of the 
facility to determine its individual plan for medical direction (within cer- 
tain guidelines) may help to maximize the benefits of medical dircctipn. 
However, the presence of such flexibility can be expected to make more 
difficult the determination that minii!hum requirements are satisfied and 
suggest that specific training of surveyors is necessary. Sucli training might 
well include a component to help the surveyor identify the functional medi- 
cal direction mode and those individuals within the faciUty whp arc involved 
in implementing medical direction. New. training would be required in order 
to develop the capacity of surveyors to effectively consult with the skilled 
nursing facility in pursuit of its particular plan for medical direction- Spe- 
cific training for enforcing agency personnel would also be require^ which 
would enable such agencies to reconcile appro v able facility-developed medi- 
cal direction plans to minimal compliance standards. . 

Recommendation 3. Future policies pertaining to medical direction should 
'recognize that medical direction is a tri-party role including the composite 
activities and role paititioning of the administrator, director of nursing, and 
th<i designated medical director. 



Comment: Both the survey and case study phases of this study indicate that 
the director of nursing is a key actor in the performance' of medical dircc-' 
tion. Several of tbq case studiei also j^upport the finding that the adminis- 
trator may be substantially^ involved, especially during the Creation of the 
medical director's role within the facility. Medical direction may be viewed^ 
in its functional state as the composite product of at least these three per- 
.soas, although the documented model may appear to require the sole 'per- 
formance of a physician de<;ignatcd as medical director. The interrelated 
roles of these three persons should be identified and refined in order to gen- 
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crate the most effective partitioning of medical direction components. Rules, 
regulations, training, etc. for administrator, djfcctora of mimng and medical 
directors should be designed to promote their interrelated roles in providing 
effective medical direction. 

Recommendatioit 4. This study recommends that the Condition of Partici- 
pation on Medical Direction be modified in ordeV to classify the "review" 
and "coordination" activities of medical directore, and to distinguish the role 
of the medical director from the role of the attending physicians in the fa- 
cility. 



Comment' One of the general findings of this rt earch is that physicians are 
uncertain of the specific kind of performance which is expected of them as 
medical directors. There appears to be considerable confusion of their roles 
as attending physician and as medical director within one skilled nursing 
facility. 

With respect of the "review" functions of Anedical directors, some medi^ 
cal directors who were site-visited arc uncertain abopt whether their role in- 
cludes responsibility for a peer review mechanism. Language granting peer 
review privileges and immunities 'to the medical director is not included in 
the Condition of Participation, which forthcr confuses the question. Explicit 
statements within the Condition of Participation are rtcccssar>' iif order to 
precisely define the medical director's "review" function. Such statements 
would limit the medical director's potential liability, clarify insurance issues, > 
and promote physician acceptance of medical directorships. 
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and weighting' 



Data aggftgaUwi and weighting 

The original design was a stratified probability design using disproportion- 
ate sampling. The design was stratified by State, with a 1:2 selection rate 
for States having over 50 skilled nursing facilities (large States), and a 1 : 1 
selection rate fcxr States having 50 or fewer skilled nur^g facilities (small 
States). Thus not all members of the population had an equal chance of 
being ihcTudcd in the sample although all members of any one strata had 
the same probability of mclu^on; selection within "large States'* was sys- 
tematic, i.e*, "psuedo-random/** In disproportionate sampling, the rates of 
inclusion vary, as is the case for the two strata in our study, and these have 
to be recognized when calculating populati6« estimates and their reliability. 
That is done by weighting when the data for each subgroup (or individual) 
arc multiplied by the rccipnxral of its prd>ability of being selected/ 
. In addidon to the above issue, a second one developed as the response 
rate from our initial mail survey was low. To mitigate the potential of non- 
response bias^ we conductoi a telephone survey of all nonrcspondents in 
small States and a subsamplc of half* the nonrcspondents from large States. 
For the purpose of weighting our sample data to give population estimates, 
we conceptualized the mail responses as ^respondents'' and the telephone 
response as representative of ''nonrcspondents." The basic premise of this 
notion was that within each strata there were two subgroups of elements 
(facilities) : those who would respond to a mail questionnaire (respondents) 
and those who woul^ndt (nonrcspondents). Under this assurnption, the 
poidation consisted of two strata, each of which in turn consisted of two sub-, 
groups^ The following figure pr(;^ts a schematic diagram of the popula- 
tion where Nh represents the number of skilled nursing facilities in each 
strata and N^i represents each sub group in the population.. 

^Kiih, Lwlic, S%LfV€y Sampling, John WUcy and Soni, Inc., 1965, p. 113, 
•Fuller, Carol, "Weighting, to Adjust for Suney Nonrcjponic''i Pulfiii: Opinion Quar* 
Urly, Vol. 38, No. 2, pp, 239-246, Sumiucr. 1974. 
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figurm 1, Strata and subigroups Mi{>to)NKi hi waH^hting 

Atl states (IH) 

^Sn^ two® states (Na) 

Respondents ^ionrespondents Respondente^^^^ 

> ^^''^^ . ("W, (nia {ny 

Estimates of population marginals, as seen in the tables, were done using 
/the Statistical Package for the Social Sciences^ (SPSS) weighting procedure. 
For this purpose, weight factors were generated using the formula: ' 

— whiere ^ - 



Nhi = the total number (population) of facilities in the subgroup of 
the h*^ strata, and 

n\i = the number of amwcrcd questionnaires (mail or telep^ipnc)vfrcan 
the i^^^ubgroup of the h*** strata. 

The process of calculating the weight factors discussed aiK>vc wept as 
follows: 

1. Total facilities in small States in the population = 4 1 7(Ni) 

2. Total facilities in large States in the population ~ 6602 (Ns) 

3. Population of facilities = ^ * 6623 (N) 

4. Mail respondents from small States ~ 122 {n\i). As the selection rate 
was 1:1 for this subgroup, the number in the population for this sub- 
group was also 122 (Nn); consequcndy the assigned weight factor 

''- = ?iii = i2i =1.0000. 

n'li 122 

5. Telephone resfjondcnts (representing nonrespondcnts) from small States 
= 212 (n'i3).Thc size of this subgroup in the population was calculated 
as Ni ~ Nu = 417 122 = 295 (Nu) ; the assigned weighted factor 
here = N.s 295 




n'l, 212 



1.3915. 



6. The number of questionnaires mailed tQ facilities in large States was 
292 1 (after eliminating ineligible facilities) . Mail' respondents from large 
States =: 849 (n'n), or a 29,07 percent response rate from this strata. 



■Nie, Norman, et Statistical Paekag* for tht Social Scitncts, Second Edition, Mc- 
Grivv-fj^iU Book Co.. 1975, pp! 129-131. 
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Multiplying this rate by Na (the total number of facilities in large States) 
gave us a working estimate of 1804 (Nw) facilities in the population for 
this subgroup in the ^cond strata. The weight factor for this subgroup 
was calculated as , 

N?i = l?2i = 2.1249. 
n%, 849 

7. Telephone rcspondcTits (representing nonrcspondents from large States) 
= 992 (n'ga) .The estimated population figure for this subgroup was cal- 
culated as Nz - N« = 6602 - 1804 = 4402 (N«) . The assigned weight 

factor here N„ 4402 , 

— r = = 4.4375. 

n'aa 992 

8. The total number of facilities in the population (N) = Nii + 1^1 + 
N« + N« = 122 -f 295 + 1804 + 4402 = 6623; our final sample 
size (n) = n'li + n'u + n'« + n'w =122 + 212 + 849.+ 992 = 
2175. 

Estimates of population means and standard errors for continuous data 
were calculated using a modification of a formula from Kish,* where: 
Wfc = Nh/N, where 

N» = the number of elements in the strata (417 and 6206), and 
N =^the popubtion of facilities (6623). 

' Y, = 35, WhYh/Where 

Yw = a weighted estimate of the population mean, and 
Yii = a weighted strata mean, where 

= IUYm + (1-R^,)Y!.2, where 
Rh = the percent of mailed questionnaires completed and Tctumcd (.2926 

for small statK and .2907 for large states) ; therefore 
Yw = W^Y, + WjY,. ' 

The standard error of Y, was calculated as the square root of the variance 
of Y^ where. 



var(Y.) = S Wa' 



n hi / n'ka 



-I ^ ^ , where 



Sni ~^.tlie estimated population variance in Ihe i^^ subgroup of the h'^ 
strata, and . 

1 — ffci =^ 1 . 

Standard errors of proportions for the discrete variables were calculated 
using the formula: 

*Kiih, op. £it.f pp. 556^557. 



var(p,)= 5 Wfc 

h — 1 



Rf(pw)(i -pw) (1 -fiu) + 

(1 -IU)*(p6,)(l ~ p6t) (1 ~fha) 



, where ^ j 

n^ht — 1 

pw = the' weighted estimate of, the proportion of {the total population hav- 
ing a specific attribute (e.g., profit vs. non-profit, uriian vs. niraj, 
^ V etc.), and 

pki = the proportion having a specific attribute in the i^^ subgroup of the 

h*^ strata (estimated directly from sample results) . 
\/var(pw) = standard error. 

We remind the reader that the total number of cases, Lc., those who an- 
swered a particular item pliu t^ose who did not (missing cases), equals the 
population total of 6623 ; in some tables, N = 6624 due to an SPSS round- 
ing procedure. The "v;^id" number of cases, i.e., those who answered a 
particular item, will equal 6623 (or 6624) only if every respondent an- 
gered that item. In other words, we chose not to assume a similar distribu- 
tion of mis^g respondents (no answer) to that of the actual responses 
within any one subgroup for any one item. If we had u&ed that assumption, 
there would be np missing cases in the tables and the "valid" number erf 
cases would always equal 6623 (or 6624). 

Two kinds of tables do not show population statistics'^ e.g.,, means, prob- 
ability values, standard errors, for the following reasons: 1 ) It is statistically 
not feasible to compute statistics of this sort for cross tabulations. The u%uil 
approach here is to do the coixiputations for each separate variable included 
in the cross tab. Population statistics for individual variables makmg up a 
cross tabulation arc available upon rcqu^t. 2) No statistics were computed 
for tables with a large number of! missing cases as vve felt the computations 
would be too misleading in their potential impiicati<!^||| 

Values and Standard Errors 

The **p" values calculated for the discrete variables are weighted esti- 
mates of the proportion of .the total population having a specific attribute, 
c,g., from Table 1, it is our estimate that 68 percent of the population of 
skilled nursing facilities arc of the for-profit kiid. 

The standard error enables the reader to construct a confidence interval 
around a population mean or a proportion vising a reliability co-efficient 
appropriate to the desired level of confidence, e.g., 95 percent. A 95 percent 
confidence ijhterval, for example, is-an interval which has a probability of .95 
of containing the true population mean or proiK)rtion of the variable under 
discussion. 
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Given our estimated "p'* values and ^andard errors, we can state with 95 
percent a:!^uredness that our confidence intervals contain the true Jx>pulation 
proportion (qt each variafalc reported in our study. Bdow is an example of 
the procedure by which confidence intervals may be calculated : 

1 ) Estimated proportion of for-profit facilities in the population from our 
study = .683 

2) Standard error — .009 , ' 
3 ) Confidence level = .95 

^ 4) Reliability cocffiqpnt= 1.96 

5) .009 X 1.96 (or about two standard deviations in a normally diirtrib- 
utcd population ) = .0 1 7dl 

6) .683 + .01764 = ,^^4; .683 - .01764 = .66536 

7) The confidence intcmi for this attribute = .665 — .701 

8) We can state with 95 Jercent confidence, that this confidence interval 
contains the true popuIaUon proportion for for-profit facilities. i 
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